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YOU CAN BE SURE! 


There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
to correct levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 

.. Sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 

New! For gas sterilizers! 

Now, secure sealing and positive identification of gas 





sterilized bundles are made possible with new 
“SCOTCH”Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


“SCOTCH? BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“SCOTCH” is a registered trademark of 3M Co. 


©3M Co., 1961 


MINNESOTA Minine AND MANUFACTURING COMPANY @ 
.WHERE RESEARCH IS THE KEY TO TOMORROW * 


For additional information, use postcard facing back cover. 








ET oT EL: 














RAGE ST TE TE I 





‘Hospital 


Official Journal of 











CONTENTS 








Progress, 





ane 








“Be 
wEMben 
ts ol 
John J. Flanagan, S.J...... Executive Editor 
H. Richard Bryden....... Associate Editor 


Robert J. Stephens... Assistant to the Editor 
John S. Hellman... .Assistant to the Editor 
Charles E. Berry.......- Business Manager 
Albert C. Janka..... Advertising Manager 


Elizabeth Jacobsmeyer 
..- Assistant to the Advertising Manager 


Thomas F. Dugan....... Circulation Director 
M. R. Kneifl, K.S.G............ Consultant 





STAFF CONTRIBUTORS 

Continuing Education. ...... John T. James 
Dietary Services. .... Catherine Steinkoetter 
Financial Management Services 


sreeynd  svelat circle ay eELSTSTED Harold Hinderer 
Hospital Administration. . .Charles E. Berry 
Library Services....... Jacqueline Windler 


Medical Record Library Services 
hiner ie pester) Beal Paul R. Donnelly 


Medical Technology. .... W. |. Christopher 


Nursing Education......... Margaret Foley 
Nursing Service......... Viola Bredenberg 
Personal Membership.......... Jean Read 
Personnel Services....... W. |. Christopher 
Pharmacy................. John T. James 
Public Information. ...... Marie Aubuchon 
Public Relations......... W. |. Christopher 
Purchasing Services. .. .Edward A. Behrman 
AMA soso oes Gor deavere seeveiarorerevarenees Elise Kuehn 


EDITORIAL, ADVERTISING 
& SUBSCRIPTION OFFICES 


1438 South Grand Boulevard 
St. Louis 4, Missouri, U.S.A. 
Telephone: PRospect 3-0646 


SALES REPRESENTATIVES 


Eastern Office............ Frank J. Fleming 
Suite 909, 130 West 42nd Street, 
New York 36, N. Y. (BRyant 9-7637) 

Midwestern Office........... Dan Roberts 
1438 South Grand Blvd., St. Louis 
4, Mo. (PRospect 3-0646) 


HOSPITAL PROGRESS, August, 1961, Vol. 42, 
No. 8, published monthly by The Catholic 
Hospital Association of the United States and 
Canada, 1438 South Grand Blvd., St. Louis 4, 
Mo. Second class postage paid at St. Louis, 
Mo. and at additional mailing offices. Sub- 
scription price—U.S. and Canada $4.00; 
Foreign $5.00. Single copies 50¢ except two- 
part March issue, $5.00. Copyright 1961 
by The Catholic Hospital Association of the 
United States and Canada. 














C.H.A. CONVENTION REPORT 


46th Annual Convention Proceedings ................000:00eeeeeee 
Three Steps to Success (Keynote Sermon) ...............50:00000% 
President’s Acceptance Address ...............0.0 000s eee ence nees 
WRGAAINOMITNON ooo) 5 Pacers hc Oo eid, Ug ole BOER ORS CF NEES 
DEPARTMENTAL REPORTS: 
Hospital Engineers ....................00055 ee TT ete 
INGiOSt ATIOMEIIRNIREEE oe go cic coi ne oo lee 1S 8 nels Va em eee eps 
Weegee GG oi oo sik ose ORs os Sb oe Khu odenecrnaste wan 
Personnel & Financial Management .............-....--0-0555 
Financial Management ................. 0000s e cece eee eeeeee 
Poo eo.) Si ee arareter rarer arrive Carr 


IN UNRI Ge SOE WIRE co oid ier e blnatarcicie ni wee ge hones Here tn we tere 
Do) Ee Neer errr err geo i CT Te Cee Cte 
Medical Vechnologe..... 6.66 vie denice ncwnve re neem es oelmnacegs 
CCS Me ire 5 oth eee hed deed os we Semone seman 
Hospital Purchasing Institute ................ 000. e eee eee ees 


COMMUNITY PLANNING 


Moral Responsibility ................... Rev. John J. Flanagan, S.J. 
The Hospital as a Community Project ................ Ray E. Brown 
What Is Community Planning? .......... Pa .. Richard J. Stull 
Local and State Level Planning ................... Harry A. Panhorst 
Individual Hospital Planning ............. ........Dr. Louis Block 
The Influence of the Medical Profession .........Karl S. Klicka, M.D. 
Advantages of Adequate Planning ......... _....Delbert L. Pugh 
The Role of Catholic Hospitals .............. .. Sr. Rita Clare, C.S.J. 


DEPARTMENTS 


BOOMS RECEIVED «6.0 ccccscedivee cence PO arar 
CA a ie bce e Sets Rhee eres eel eRe ee 


LAW FORUM: 
Bedside Accidents ..................0+- 


NURSING EDUCATION: 

COSI MONG een ae ities pilahetiomree earner ee nes 
NURSING NEWS & NOTES .............00 00005: Margaret Foley, Ph.D. 
NURSING SERVICE: 

Set Your Own Standards ................ Sr. M. Clarence, O.S.F. 
DECENT a DO AGN Soon ee ne eb does PRET aR owed ama eNe 
PERSONNEL: 

The Administrator’s Use of Personnel ....Sr. Angela Marie, S.C.N. 


REPORT: 
Cross-Infection and the Sanitarian ............ John S. Hellman 


X-RAY: 
The Responsible X-Ray Technician ...... Sr. Mary Joan, Ad.PP.S. 


VOL. XLII, No. 8 
AUGUST, 1961 


100 




















Aa 








CATHOLIC HOSPITAL ASSOCIATION 


of the United States & Canada 


1438 So. Grand «¢ St. Louis 4, Missouri ¢ PRospect 3-0646 








ADMINISTRATIVE BOARD 
MOST REV. JOSEPH B. BRUNINI, J.C.D., Episcopal Chairman .. . Jackson, Miss. 


VERY REV. MSGR. PATRICK J. FRAWLEY ................- New York, N.Y. 
RT. REV. MSGR. DONALD A. MCGOWAN ...............-. Washington, D.C. 
Members 
IS i 5 ocd cea elise Rennes Springfield, Ill. 
VERY REV. MSGR. JOHN C. STAUNTON ...............-- Cincinnati, Ohio 


(The Administrative Board includes the members of the Executive Board. ) 


Executive Committee 





VERY REV. MSGR. CLEMENT G. SCHINDLER ................. Belleville, Il. 
SISTER MUAGVBRIGHMOGIR occ. gio 6 s secroiolr dssanade tare aiears Rochester, Minn. 
SISTER MARGARET VINCENT, S.C.N. .............0 000000 ee Nazareth, Ky. 
RS ee rr ree Chicago, IIl. 
REV. JOHN J. FLANAGAN, S.J., Executwe Dwector .......... St. Louis, Mo. 
M. R RMMIPL, RBG. Comat ..... 6 iccce ee eeee aes St. Louis, Mo. 


EXECUTIVE BOARD 
HIS EMINENCE, RICHARD CARDINAL CUSHING, 


Honorary President and Spiritual Director ............. Boston, Mass. 
REV. A. M. SCHWITALLA, S.J., President Emeritus ........... St. Louis, Mo. 
RT. REV. MSGR. A. W. JESS, Past-President .................. Camden, N.J. 
VERY REV. MSGR. CLEMENT G. SCHINDLER, President ........ Belleville, Ill. 
REV. JAMES H. FITZPATRICK, President-Elect .............. Jamaica, N.Y. 
REV. JOHN A. TRESE, First Vice-President ................ Detroit, Mich. 
REV. PAUL R. MOORE, Second Vice-President ............. Chalmette, La. 
SISTER MARGARET VINCENT, S.C.N., Secretary ............... Nazareth, Ky. 
SISTER MARY BRIGH, O.S.F., Treasurer ..........0 00.045. Rochester, Minn. 
eS ee rere St. Louis, Mo. 

Members 

SOUTER ME, CATOINNENN TILE, ORF. . 2.1... cc ccc eeecns Trenton, N.J. 
MOTHER JEANNE MANCE, R.HS.J. .........00..0 000 eee Montreal, Que. 
ds ceeded ans cewenvdevaameeed Chicago, Ill. 
> ee Santa Rosa, Calif. 
BITE OS OIMISTIIIRCCVA, 6555.2 kgs ve bo iis oan wen Houston, Tex. 
ne Eos 4 any Sak ea eat Barrhead, Alberta 





CATHOLIC HOSPITAL 
ASSOCIATION OF CANADA 


MOST REV. ALEXANDER CARTER, D.D. 
Bishop of Sault Ste. Marie 
North Bay, Ont. 
Episcopal Chairman 


Executive Committee 


MOTHER BERTHE DORAIS, S.G.M. 
Montreal, Quebec 
President 


REV. RAYMOND DUROCHER, O.M.I. 
Winnipeg, Man. 
Past-President 


SISTER MARY CLARISSA, C.S.M. 
St. Rita Hospital, Sydney, N.S. 
First Vice-President 


MOTHER MARY ANGELUS, S.S.A. 
Victoria, B.C. 
Second Vice-President 


SISTER MARY PATRICIA, S.S.J. 
St. Joseph’s Hospital, Port Arthur, Ont. 
Secretary 


“SISTER MARIE JOSEPH, S.G.C. 


General Hospital, Ottawa, Ont. 
Treasurer 


MOTHER ST. ADOLPHE, O.S.A. 
Hotel-Dieu de Québec, Quebec, P.Q. 


PAUL BOURGEOIS, M.D. 
H6pital Notre-Dame, Montreal, P.Q. 


REV. LORENZO DANIS, O.M.I. 
312 Daly Ave., Ottawa, Ont. 
Executive Director 





Conference of Catholic Schools of Nursing 


COUNCIL 
SISTER MARY RUTH, O.P., Chairman 
Seattle, Wash. 
SISTER MARY JANE, CS.J. SISTER M. FENTON JOSEPH, C.R.S.M. 
St. Paul, Minn. Gwynedd Valley, Pa. 
SISTER EUGENE TERESA, S.C.L. SISTER MARGARET ALACOQUE, O.S.F. 
Denver, Colo. Philadelphia, Pa. 
SISTER MARY ANGUS, S.C. SISTER WINIFRED, D.C. 
Colorado Springs, Colo. Boston, Mass. 
ANNE F. FLYNN, R.N. SISTER NAUREEN MARIE, O.S.F. 
Montgomery, Ala. New York, N.Y. 


REV. JOHN J. FLANAGAN, S.J. 


SISTER VIRGINIA, D.C. 
St. Louis, Mo., Educational Advisor 


St. Louis, Mo. 


SISTER M. CHRISTINA, S.M., Vice-Chairman 


Phoenix, Ariz. 


MARGARET METZGER, R.N. 
Loretto, Colo. 

RITA P, KELLEHER, R.N. 
Chestnut Hill, Mass. 

SISTER MARY JEREMY, R.S.M. 
Springfield, Mo. 

SISTER MARIA ROSAIRE, S.C. 
Yonkers, N.Y. 

MARGARET M. FOLEY, R.N., Ph.D. 
St. Louis, Mo.; Secretary 


HOSPITAL PROGRESS 















AUGUST, 1961 


¢ The safety and success of anesthesia depend on more than the gas alone. 

In addition to the skill of the administering professional, safe and successful 
anesthesia depends on three important factors: gas purity... 

cylinder interior cleanliness . . . valve performance. 





In Medical Gases 


wa 6 Puritan Uses Only One Standard 


For nearly half a century, Puritan has used only one standard in 
every step of their medical gas manufacturing processes... the 
finest possible result. 


No wonder then, that Puritan medical gases— have come to be the 
symbol of purity... of safety and success in anesthesia 
and medications. 


In addition to the exterior of Puritan cylinders being inspected, 
cleaned, painted and labeled before each shipment, the interior 
is vacuum drawn before each filling to assure the removal of possi- 
ble contaminants or other foreign substances. Thus, are users as- 
sured that the gas which comes out of Puritan cylinders is as pure 
as when it went in. 


Because gases vary in physical and chemical characteristics, in 
contents pressure, and in manner of use, Puritan has drawn on 
years of experience and know-how in designing different valves to 
meet these conditions. As a result, Puritan cylinder valves are en- 
gineered and time-proved to give ‘‘finger-tip flow control,” positive 
safety, purity protection, ease of operation, and economy of use. 
The new Puritan positive-protection, easily removed Valve Seal as- 
sures purity of contents and a fresh full cylinder. 


® PPousian 


COMPRESSED GAS CORPORATION 
Products and Service for Better Patient Care 





| bp fg 6 fF oF fF Ge edd ge a eS as SE aT ae Ree oe oe 
Puritan Compressed Gas Corporation / Oak at 13th Street / Kansas City 6, Missouri 

MAIL TODAY 
FOR FULL INFORMATION 
ON PURITAN MEDICAL GASES ADDRESS 
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TEN YEAR WARRANTY | 
HARD ALL-EKTRIK BED(S) 1494-AEG 2 














RESIDENT 
BATE OF NenUE 
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4 
Vaca 11) TONAWANOA ST, BUFFALO 7, NY 


AND THIS IS WHY ONLY HARD CAN GIVE YOU 


10 YEARS OF PROTECTION 


ON ITS ALL ELECTRIC BED 








SELECTIVE PATIENT CONTROL 
allows patient complete or partial 
control of bed adjustments at nurse's 
discretion. Patient's control console can 
be mounted on either side of bed for 
greater convenience. 


ADVANCED ENGINEERING TECH- 
NIQUES. Hard’s exclusive FulCru- 
matic and Rolevator actions for bed 
heights and gatch positions, tested and 
proven to insure longer bed life. 


NURSE’S WARNING SYSTEM — 
Red Safti-Lite warns nurse when bed 
is at other than lowest, safest position. 











MOST COMPLETE UL APPROVAL 
permits the use of Hard's 1494-AEG 
with oxygen administering equipment 
of the nasal, mask and 4 bed tent 
types without sacrificing or limiting 
the use of automatic electric controls. 
Approved even if control is used 
inside of oxygen canopy. No need to 
lock control when using oxygen! 











Ask your Deater about Hard’s ALL-EKTRIK 1494-AEG 
the Bed that Makes the Electric Bed Concept Practical. 


THE HARD MANUFACTURING COMPANY 
117 TONAWANDA STREET BUFFALO 7, NEW YORK 


See the 1494 AEG at Booth 646 AHA Convention 
AUGUST, 1961 For additional information, use postcard facing back cover. 9 
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First Choice 
of the First Hospitals 


Dinah Coil 


Since 1909 








A Nurse 
Told Me 


—that she had heard 
Diack Controls lack a 
time factor. 


I advised her to test a 
Diack in her own auto- 
clave placing a culture of 
B. subtilis (culture test) 
right next to the Diack. 


She found that the B. 
subtilis and its highly re- 
sistant spores were killed 
in less than half the time 
required to melt Diacks. 








10 For additional information, use postcard facing back cover. 
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One weak link 
may break the 
antibacterial chain 
around STAPH. 





“The hands of all attending the sick may be the greatest 
hazard the patient encounters in the hospital.”! Proper, 
frequent handwashing is essential to prevent infection. For all 
But “...Staphylococcus aureus appears to be completely a 


resistant to soap.”2 Fortunately, pHisoHex with 3 per cent personnel who 


hexachlorophene is particularly effective against trouble- 


some hospital staphylococci. come in contact 
When pHisoHex was used for bathing babies and b H h H 

nurses . a handwash, “Nursery nurses’ hands failed ms wit patients 
yield S. aureus in 100 samplings.” Bathing the baby with 

pHisoHex “‘...soon after birth and every other day there- 


ie 
after is a most effective procedure in the control of infantile ® 
pyodermia.”’4 In many hospitals regular use of pHisoHex 
has reduced the incidence of staphylococcal infection.3-6 


Routine washing with pHisoHex is suggested for surgeons, peices er eeieneaaes 


physicians, nurses, nurses’ aids, food handlers and mem- 
bers of the housekeeping and laundry staff. Additional use 
at home by surgeons and nurses will enhance results. 


pHisoHex is available in convenient, unbreakable squeeze 
bottles of 5 fl. oz. and plastic bottles of 1 pint. 


References: 1. Fell, E. H.: Am. J. Surg. 99:265, March, 1960. 
2. Bettley, F. R.: Brit. M.J. 1.1675, June 4, 1960. 3. Hardyment, A. F.; 
Wilson, R. A.; Cockcroft, W., and Johnson, Betty: Pediatrics 25:907, 
May (Pt.II), 1960. 4. Editorial, Canad. M.A.J. 83:1112, Nov. 19, 1960. 
5. Valentin, Hans: Med. Welt No. 2:121, 

° Jan. 9, 1960. 6. Hill, A. M.; Butler, H. M., 

and Laver, J. A.: M. J. Australia 2:633, 


LABORATORIES Oct. 31, 1959. 
New York 18, N.Y. 
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NURSING NEWS AND NOTES 





Accredited Catholic Schools 
Reach 75 Per Cent 


N.L.N.’s accredited list currently in- 
cludes 239 Catholic schools of nursing 
offering basic degrees or diploma pro- 
grams. This represents 75.2 per cent 
of the 318 Catholic schools in opera- 
tion for the academic year 1960-61 
with 83.8 per cent of all enrolled stu- 
dents. One year ago, 71.2 per cent 
of Catholic schools of nursing were 
fully accredited enrolling 80.9 per cent 
of all students in Catholic schools. 

Accredited for diploma programs 
are 211 schools, 76.4 per cent of the 
total, representing 84.2 per cent of the 
students enrolled in diploma programs 
in Catholic schools in the last academic 
year. There are 28 fully accredited 
basic degree programs (66.6 per 
cent), of which 24 are approved as 
preparing for beginning public health 
nursing; these accredited programs en- 
roll 81.4 per cent of all basic degree 
students in Catholic institutions. 

Recent approvals by the Boards of 
Review include: 


Basic programs 


St. Vincent’s School of Nursing, 
Little Rock, Ark. (Diploma), Sis- 
ters of Charity of Nazareth 

St. Mary’s School of Nursing, 
Kankakee, Ill. (Diploma), Sisters, 
Servants of the Holy Heart of 
Mary 

Mount Mercy College, Pittsburgh, 
Pa. (Basic degree, accredited in- 
cluding beginning public health 
nursing), Sisters of Mercy, Pitts- 
burgh 


Other approvals 


De Paul University, Chicago, IIl., 
(General nursing program accred- 
ited including public health nurs- 
ing), Congregation of the Mission 
College of St. Catherine, St. Paul, 
Minn. (Approval for public 
health nursing added to fully ac- 
credited basic degree program), 
Sisters of St. Joseph of Carondelet 
Marquette University, Milwaukee, 
Wis. (Approval for public health 
nursing added to fully accredited 


general nursing program), So- 
ciety of Jesus and Franciscan Sis- 
ters, Daughters of the Sacred 
Hearts of Jesus and Mary. 


N.L.N. Names Nursing 
Director in West 


The National League for Nursing 
has appointed Marion G. Miller of 
San Francisco as director of nursing 
programs on the staff of its Western 
office. The new office, at 693 Sutter 
Street, San Francisco, opened in March 
of this year. Miss Miller joined the 
Western staff on July 1. 


Consultant Group on Nursing 
Holds First Meeting 


The Surgeon General’s Consultant 
Group on Nursing, appointed in May 
1961 by Dr. Luther L. Terry, held its 
first meeting June 12-13 in Wash- 
ington. The Consultant Group is 
charged with helping to devise a pro- 
gram that will meet national needs in 
the nursing field and is expected to 
report to the Surgeon General by Jan- 
uary 1, 1962. Chairman of the Group 
is Dr. Alvin C. Eurich, Ph.D., vice 
president of the Fund for the Advance- 


by MARGARET FOLEY, Ph.D. 


ment of Education of the Ford Founda- 
tion. Members include Sister Virginia 
Kingsbury, D.C., consultant to Schools 
of Nursing, Western Province of the 
Daughters of Charity, Normandy, Mo., 
and recently elected member of 
C.C.S.N. Council; Eleanor Lambertson, 
director, Division of Nursing, A.H.A.; 
Judith Whitaker, executive secretary, 
A.N.A.; Marion Sheahan, deputy di- 
rector, N.L.N.; Virginia Bonney, New 
York University; Dorothy Breene, 
New Hampshire State Hospital, Con- 
cord; Evelyn Hamil, Los Angeles 
County General Hospital; Lulu Wolf 
Hassenplug, University of California 
School of Nursing, Los Angeles; Mary 
Kneedler, North Carolina State Board 
of Health, Raleigh; Marie Lowe, City 
of Richmond (Va.) Department of 
Health; Florence Mahoney, Washing- 
ton, D.C.; Mrs. Mabel K. Staupers, 
Washington, D.C.; Mildred Lipsteuer, 
L.P.N., Cleveland, Ohio; William Tur- 
ner, director, Newport, R.I. Hospital; 
James T. Howell, M.D., Henry Ford 
Hospital, Detroit; Herbert Longen- 
ecker, Ph.D., president, Tulane Uni- 
versity; James Z. Appel, M.D., Lan- 
caster, Pa.; Robert Merton, Ph.D., Co- 
lumbia University, N.Y.; John To- 
(Continued on page 16) 











AN INSTITUTE for Food Service Supervisors, sponsored jointly by Fontbonne College, St. 
Louis, Mo., and the C.H.A., attracted III persons from 28 states and five Canadian provinces. 
Thirty of the registrants, completing their third year of the course, were granted certificates 
by Sr. Rose Genevieve, C.S.J. (front row, center.) 
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Any way you like to figure it—volume of work 
per load ... or production per square foot ... 
or investment per pound capacity ... or cylinder 
capacity per linear foot of washroom gutter— 
the Lo-Door Mammoth Cascade Washer proves 
out every time to be your best big-volume buy. 

And think of the convenience! The low-set 
tub doors and sloping horizontal or “‘Y’’ par- 
titions make unloading fast and easy, save 
labor, reduce strain on both operator and work. 
The tub door can even be air-operated if you 
like, for push-button operating ease. 

You'll like the Lo-Door Mammoth Cascade 
because—load after load—it’s the most pro- 
ductive big-volume washer you can buy! Two 
sizes; 60x96” (900 Ibs.) or 60x126”, (1200 Ibs.), 


horizontal or Y-partition cylinder. 
Call your nearby American representative for 
complete information, or write today for illus- 





MM trated catalog AB 337-202. 


PRODUCTION 


Cascade 1s the most productive big-volume washer you can buy! 








A...<2.0n 


You get more from American 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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“Bassicks” to help keep 


costs down, 
service up! 


Bassick casters and floor protectors can help cut equipment maintenance and 
operating costs, and save floors. Their non-marking wheels keep floors neater, 
cleaner, with less work. You’ll save on caster replacements—and the cost of re- 
placement, often more than the price of the caster itself. 


Series ‘‘69’’...4” and 5” sizes for 
both regular and multiple position hos- 
pital beds. Inexpensive ‘‘shimmy damp- 
ener” available for utmost in low noise 
| and firm support. Easy swiveling Series 
"69's" also do an outstanding job on 
invalid walkers, utility carts, and X-ray 
machines. Other sizes down to 154”. 





New “‘No-Roc”’ glides . . . some- 
thing new for cafeteria, dining room or 
equipment tables. Bassick ‘‘No-Roc”’ 
table glides quickly and automatically 
adjust themselves for minor floor 
irregularities and end wobbly tables, 
forever. Designed for tables having 
four or more contact points and weigh- 
ing 30 pounds or more. 












Conductive casters .. . provide 
dissipation of static electric charges 
from equipment. Available in soft-tread 
Bassick ‘‘Baco’’ wheels in almost all 
Series ‘‘69" caster styles, they meet 
Interim Federal Specification FF-C-77 
requirements on electrically conductive 
casters. 134”, 2”, 3”, 4”, and 5” 
wheel diameters. 


New Nylon glides... for office, 
reception room, or patient's furniture, 
new Bassick nylon-base glides can’t 
rust, can’t corrode,’ can't stain floor 
coverings. Broad, resilient, nylon base 
provides greater floor protection, too, 
even for modern cork or asphalt tile. 


Learn more about Bassick casters and glides. Write for information. 





THE Symbol of 


BASSICK COMPANY 5 
BRIDGEPORT 5, CONN 
IN CANADA: 














BELLEVILLE, ONT. 











1.31 








SERA (C4 


A DIVISION OF 








STEWART-WARNER CORPORATION 
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mayko, United Steelworkers of Amer- 
ica, Pittsburgh, Pa.; William Willard, 
M.D., vice-president, University of 
Kentucky Medical Center, Lexington, 
and Whitney M. Young, Jr., executive 
director, National Urban League, New 
York, N.Y. 


Mental Health Traineeship 
Program Extended 


The Mental Health Traineeship 
Program established under the Na- 
tional Mental Health Act of 1946 has 
been extended to include a limited 
number of undergraduate trainee stip- 
ends for graduates of diploma pro- 
grams in nursing (registered nurses) 
with a career interest in psychiatric 
nursing. These traineeships are for 
full-time study to complete the senior 
year of a baccalaureate program in 
nursing which provides undergraduate 
education in all clinical areas includ- 
ing public health nursing. The appli- 
cant must be interested in continuing 
study in a graduate psychiatric-mental 
health nursing program upon comple- 
tion of the nursing program leading 
to the baccalaureate degree. These 
traineeships are available in schools 
participating in the National Mental 
Health Training Program and provide 
an annual stipend of $1,800 plus such 
tuition and registration fees as re- 
quired by the educational institution. 
Trainees are selected by the educational 
institution awarding the traineeship. 

The Mental Health Traineeship 
Program continues to provide trainee- 
ship support for nurses seeking spe- 
cialized graduate preparation in the 
field of psychiatric-mental health nurs- 
ing. Traineeships for graduate study 
are available in universities offering 
programs designed to prepare indi- 
viduals for expert clinical practice, 
teaching, administration, consultation, 
and research in colleges and universi- 
ties, and in hospitals and community 
and public, health agencies. 

For graduate study in psychiatric- 
mental health nursing, and in mental 
health in public health programs lead- 
ing to the master’s and doctor’s de- 
grees, the Mental Health Traineeship 
Program provides stipend support and 
such tuition and registration fees as 
required by the participating educa- 
tional institution. In addition, a lim- 
ited number of traineeships are 
awarded each year to nurses who have 

(Continuéd on page 21) 
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How the 
Airkem 


Program 
sets to the 


heart of the 
problem of 
Environmental 
Health 


in Hospitals 


There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
— reduces cross-infection. It kills insects 
—every kind. And it counteracts odors, 
even the most obnoxious ones, without 
adding heavy perfumes or chemical smells. 
And all this while actually cutting down 
the work-load of your maintenance staff, 
since Airkem combines two or even three 
functions in one housekeeping operation! 

This is the only complete program of 
basic hospital sanitation maintenance. 
Procedures are simple—all you do is insist 
that the indicated Airkem products are 
used in their proper places in the hospital. 

Airkem matches a treatment to each air 
space, each odor problem, each sanitation 
maintenance task — walls and floors, rest 
rooms, laboratories, kitchens — wards, op- 
erating rooms, corridors, elevators — and 
produces a clean, odorless, agreeable and 
healthful environment for patients, visitors 
and staff. Inquire! : 


See opposite column for 
one specific Airkem benefit 


AIRKEM 

For a Healthier 
Environment through 
Modern Chemistry 
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completed a specialized program in 
psychiatric-mental health nursing for 
study beyond the master’s degree in 
other areas related to mental health 
such as anthropology, social psychol- 
ogy and the biological sciences, and 
for public health training. 

Graduate traineeships are available 
in uMiversities participating in the 
psychiatric-mental health traineeship 
grants program for nurses. Each train- 
eeship provides an annual stipend plus 
tuition and registration fees of: $2,400 
for the first year of graduate study, 
$3,000 for the second year of gradu- 
ate study, $3,000 for the third year of 
graduate study, $3,600 for the fourth 
year of graduate study, and $3,600 
for the fifth year of graduate study. 
Trainees are selected by the educa- 
tional institutions awarding the train- 
eeship. 

For further information about this 
program, write to the Training Spe- 
cialist in Psychiatric Nursing, Training 
Branch, National Institute of Mental 
Health, National Institutes of Health, 
Bethesda 14, Md. 


Admissions Increase 
In Professional Schools 


Admissions to all professional 
schools of nursing in 1960 increased 
by nearly 2,000 students (approxi- 
mately 4.0 per cent) according to the 
Committee on Careers of N.L.N. Di- 
ploma programs with 39,219 new stu- 
dents, 78.7 per cent of all admissions, 
experienced an increase of about one 
per cent and, for the first time, re- 
ported less than 80 per cent of all 
admissions to professional schools. 
Basic degree programs, with 8,424 new 
students, increased admissions by 12.2 
per cent and account for 17.0 per 
cent of the total. The 2,144 students 
admitted to associate degree programs 
in 1960 represent an increase of 60.2 
per cent over the previous year, and 
4.3 per cent of all 1960 admissions. 
The Careers committee reports na- 
tional enrollment on October 15, 1960 
at 118,849 students as compared with 

















Airkem 
Helps 
Fight 
Cross 

Infection! 


Infections committees in many leading 
hospitals are adopting Airkem tech- 
niques in their continuing fight against 
“staph” and other infections. They find 
the Airkem method helps effectively. 


HOW? 


Airkem attacks the essence of the problem 
~—by halting, minimizing or preventing the 
spread of bacteria, fungi, protozoa, Clean- 
ing and disinfecting are combined in every 
daily sanitation maintenance task, yet 
without adding to work-load of mainte- 
nance personnel, At point of contamina- 
tion, suspected or unsuspected, Airkem 
methods set up a routine barrier. Each 
cleaning task becomes a microorganism - 
killing treatment — for walls, floors, rest 
rooms, laboratories, bedpans, urinals, sur- 
gical waste receptacles, diaper cans, gar- 
bage cans, everything. Cross-infection 
cannot “cross” without a crossing-place! 


 _———\—— | 
FREE! — 


5-gal. pail of Airkem A-3 
Only cleaner-disinfectant 
that produces 
air-freshened effect! 
Regular $16 Value 
Offer expires 60 days after 
publication date of this 
magazine. Offer limited to 

one per hospital, 





John Hulse, Airkem, Inc. Dept. HP-8 
241 E. 44th St., New York 17, N. Y. 























115,057 in 1959. Graduations for Send representative to make free survey | 
1959-60 totaled 30,113 for all schools of our sanitation maintenance practice, | 
in the United States, as compared with infection control and deliver FREE S-gel. | 
30,312 in the academic year 1958-59. npduemeaiiies 
According to C.C.S.N. data, Cath- ie ee | 
olic schools of nursing in 1960 in- be . | 
creased admissions by 3.0 per cent. — P Pa } 

| Diploma schools reported 88.3 per | aster tinct we Hh IE 
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cent of all new students and increased 
admissions 1.7 per cent. Degree pro- 
grams accounted for 11.6 per cent of 
the admissions and increased by 14.8 
per cent. The single associate degree 
program accounted for 0.1 per cent of 
admissions to Catholic schools but re- 
ported an increase of 66 per cent. 
Catholic professional schools of 
nursing accounted for 28.1 per cent 
of all students admitted in 1960; 29.5 
per cent of the Fall, 1960 enrollment, 
and 30.8 per cent of the 1959-60 grad- 
uates. In the nation’s basic degree pro- 
grams, however, Catholic schools ac- 








Patients’ histories, clinical su 
~<xdiagnosis and treatment charts furnish 
your medical staff members essential 
evidence for medical evaluation and 
progress. In your files are the clues 





count for only 19.1 per cent of ad- 
missions and 21.9 per cent of grad- 
uates; the one Catholic associate de- 
gree program represented 0.9 per cent 
of admissions to this program. For 
diploma programs, 31.5 per cent of 
admissions and 33.2 per cent of the 
graduates are accounted for by Cath- 
olic schools. 


New Appointments 


®@ Sister Austin, D.C., director of St. 
Mary’s Hospital School of Nursing, 
Milwaukee, Wis., has been named ad- 





q arte { 
I 


beys— 


¥ 





to future medical discoveries. 


Select and use accurately printed, authoritative 
record forms to help your staff attain its objectives 
of better patient care. Physicians’ Record Company 
STANDARDIZED forms meet the requirements 

of professional agencies by providing for 


concise, clear, and effective reports. 


Write for Samples — 


Reasonable prices, uniform quality, prompt and efficient service 





PHYSICIANS’ RECORD CO. 


3000 South Ridgeland Avenue 
e Berwyn, Illinois e 


Publishers of Hospital and Medical Records Since 1907 
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ministrator of Providence Hospital, 
Waco, Texas. Prior to the Milwaukee 
post, Sister Austin was for several years 
director of St. Vincent's College of 
Nursing, Los Angeles, Calif. Newly 
appointed to the post of director of the 
Milwaukee school is Sister Benigna, 
D.C., former director of Mobile 
County Hospital School of Nursing. 
Sister Benigna received a M.S.N. de- 
gree from Catholic University of 
America in June of this year. 


@ Sister Louise, D.C., former direc- 
tor of De Paul Hospital School of 
Nursing, St. Louis, Mo., is director of 
St. Vincent’s College of Nursing, Los 
Angeles, Calif., succeeding Sister Mer- 
cedes, D.C., who has been transferred 
to Charity Hospital, New Orleans, La. 
Sister De Chantal, D.C., has been 
named director of the De Paul Hos- 
pital School of Nursing, St. Louis, Mo. 


@ Sister Andrea, D.C., administrator 
of Hotel Dieu Hospital, El Paso, Texas, 
has been appointed a member of the 
Texas State Board of Nurse Examiners. 


® Robert Briggs recently accepted 
the position of director of St. Michael's 
Hospital School of Nursing, Newark, 
N.J. A graduate of Alexian Brothers 
Hospital School of Nursing, Chicago, 
Mr. Briggs was educational director 
at Alexian Brothers School of Nurs- 
ing, Chicago, for eight years. 


@ Sister Mary Anthony Ratermann, 
S.F.P., is director of nursing at St. 
Mary's Hospital School of Nursing, 
Quincy, Ill. She succeeds Sister M. 
Lucy Farrell, R.N., M.S.N. Sister 
Mary Anthony was educational direc- 
tor at the school in a previous tour of 
duty, 1943-46. For the past year she 
has served as director of St. Francis 
School of Nursing, Columbus, Ohio. 


* * * 


@ Sister Mary Francine, O.P., a 
1960 graduate of St. Dominic-Jackson 
Memorial Hospital School of Nursing, 
Jackson, Miss., is the recipient of the 
Balfour Award presented annually to 
the nurse earning the highest score in 
the State Board Examination for regis- 
tered nurse licensure degree programs. 
She is the third student from St. Dom- 
inic’s to be so honored in the school’s 
10-year history. Sister is a staff nurse 
at the Seventh Ward General Hos- 
pital in Hammond, La., a community 
hospital which is administered and 
operated by the Dominican Sisters of 
New Orleans. ° * 
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x-ray department 
Picker makes everything in equipment from a 
.simple vertical fluoroscope to elaborate apparatus 
for the most advanced radiological technics, 
including image amplification, cineradiography, 
and TV. A full line of accessories, too. 





film processing and filing 


Developing Tanks (manual and automatic) x-ray 
films, chemicals and all manner of darkroom 
fitments and accessories. Filing envelopes, 
cabinets, shelves, microfilming equipment. 








admission and personnel check-up x-ray 


Picker Minograph photofluorographic miniature 
film units in a variety of models for efficient 
handling of any caseload. 





emergency and bedside x-ray 


Mobile x-ray units from 15 MA to 300 MA, 
all sharing proverbial Picker stamina to stand 
off the hard knocks of mobile service. 





“Roving” Picker x-ray units to serve any room in 
the O.R. Suite. Or built-in overhead x-ray 
combined with effective surgical lighting (all 
explosion-safe and Underwriter-Listed). 


nuclear (radioisotope) medicine — 


Radiation-measuring instrumentation for 
thyroid uptake, kidney function and similar 
tests. Labeled radioactive compounds. Detectors, 
scalers, ratemeters, counters, for the gamut of 
research and clinical applications. 





Full range of Picker apparatus for superficial, 
intermediate, and deep x-ray therapy. All necessary 
positioning and protective accessories, 

including room-shielding. 





radioisotope therapy 


Picker Cobalt® teletherapy units for rotational 
and fixed beam technics. Four different types, 
with outputs from 2,000 to 10,000 rhm. 
Ceiling-mounted Cesium!*' units. 





X-ray, darkroom, therapy, and radioisotope 
department planning at any level from preliminary 
rough-ups to finished layouts with full specs. Your 
local Picker man (a trained expert in his own 

right) is always at your beck and call. 


**we’ll come out ahead by turning it all over to Picker’’... 


Thousands of hospitalmen do just that, year 
after year, on the basis of proven advantage. 
Picker X-Ray sales offices and service depots 
(always on their toes to serve you) are stra- 
tegically spotted in principal cities the country 
over. See your local ’phone book or write 
Picker X-Ray Corporation, 25 South Broad- 
way, White Plains, New York. 


if it has to do with RADIATION [it has to do with 








AUGUST, 1961 For additional information, use postcard facing back cover. 23 








What the Experts Ask Us about 
Temperature Controls for Smaller Hospitals 


Q. Isn’t it unusual to recommend pneumatic con- 
trols for the smaller installations? I always thought 
pneumatic controls were for the big jobs only. 


A. Not at all. Johnson has always done work in build- 
ings of all sizes. Naturally, you hear more about the 
big “name” jobs, but every year Johnson also furnishes 
pneumatic controls for thousands of small and medium 
size heating and air conditioning installations. 
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Q. To be practical, how small can a hospital be 
and still use a pneumatic control system? 


A. Since building size has nothing to do with building 
quality, size isn’t the problem at all. A quality-built 
small hospital needs just as good a control system as 
a first class big one. That means pneumatic controls if 
you want to be sure of providing big-system standards 
of comfort, efficiency, and economy. 


HOSPITAL PROGRESS 





Se 


,» 2B er VS 





4 


Q. What special help does Johnson offer the engi- 
neer and the architect? 


A. Johnson accepts complete responsibility for the 
results of all control work. A Johnson representative 
will assist in planning a control system to meet your 





exact needs, no matter how small the job. His recom- 
mendations are backed by the Johnson organization’s 
76 years’ experience with all types of systems and all 
makes of equipment. Likewise important, all installa- 
tion work is done by Johnson’s own full-time installa- 
tion mechanics. These Johnson services simplify the 
work, save time, and result in a top-notch control system. 








Q. What advantages does the owner get from 
pneumatic control systems? 


A. They are simpler and involve fewer components 
than other types. They require less supervision and are 
easier and less costly to maintain. Since each system 
is specially planned, they assure the greatest long-range 
economy in the operation of heating and cooling sys- 
tems. And, of course, nothing else combines the accu- 
racy, safety, and dependability of pneumatic controls. 


JOHNSON — CONTROL 


PNEUMATIC SYSTEMS 





DESIGN © MANUFACTURE @ INSTALLATION © SINCE 1885 
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Q. Who does the owner look to for service when 
he uses pneumatic controls? 


A. A good question and especially important to the 
smaller hospital. Johnson backs its systems the way 
you wish all manufacturers could — by our own full- 
time, factory-trained mechanics, whose only job is the 
maintenance and repair of Johnson equipment. These 
men are stationed in over 200 cities. Nobody in industry 
gives better or more complete service than Johnson. 


When you build or air condition, ask your architect, consulting 
engineer, or Johnson representative for the facts about Johnson 
Pneumatic Control. Johnson Service Company, Milwaukee 1, 
Wisconsin. Direct Branch Offices in Principal Cities. 
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LAW FORUM 


Bedside 


OSPITAL NEGLIGENCE CASES are of increasing con- 
H cern to the courts. The greatest number of alleged 
injuries from a single cause are those resulting from 
patients falling out of bed while hospitalized. The follow- 
ing recent cases indicate the caution which must be ex- 
ercised at all times by hospital nurses, aides and others 
to avoid bedside accidents. 








Carlburg Vs. Wesley Hospital 
Kansas Supreme Court—323 P. 2d 638 


Side Rails for 
The Comatose 


ROY H. CARLBURG was admitted to the 
Wesley Hospital for a series of opera- 
tions. After the second operation and 
while still under the influence of an anesthetic, Carlburg 
was moved from the recovery room to a room which he 
was to occupy as a patient. Shortly afterward, he fell out 
of bed, sustaining severe injuries. He brought suit against 
the hospital alleging negligence in failing to place side 
boards on the bed to protect him from falling out of bed. 
court: After the trial, the jury returned a verdict of 
$41,259 in favor of the patient. The hospital appealed 
this verdict to the Kansas Supreme Court claiming that 
the patient’s injuries were due to an unavoidable accident 
which excludes the idea of negligence. The court an- 
swered that the facts as presented at the trial show that 
Carlburg was, at the time of the accident, in at least a 
semi-conscious condition and under the complete control 
of the hospital employes. “There is nothing unavoidable 
about this accident. Either the hospital was negligent in 
its duty to Carlburg or it was not . . .” Where the hos- 
pital was, in fact, negligent or not is a question which 
only a jury may answer; and this court refused to over- 
rule the jury’s finding that the hospital was negligent. 

COMMENT: The court’s decision, in effect, states that a 
jury may find as a matter of fact that the failure to raise 
side boards on the bed of a patient in a semi-comatose 
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Accidents 


by WILLIAM A. REGAN 
Attorney at Law 
Providence, R. I. 


condition, as a result of which the patient suffers injury, 
may be considered negligence on the part of the hospital 
for which it is liable. It also concluded that the verdict 
of more than $41,000 was not excessive. 








Belisle Vs. Wilson 
Missouri Supreme Court—313 S. W. 2d 11 


“Call Buttons” 
Held Necessary 


GERTIE BELISLE, 60 years old, was ad- 
mitted to the Presnell Hospital with 
a‘tentative diagnosis of osteoarthritis 
of the left hip with the possibility of cancer. Her per- 
sonal physician, Dr. James Fuzzell, left no orders for any 
special nursing care. Mrs. Belisle walked into the hospital 
and was able to walk to her room and later to the therapy 
room. The bathroom was located across the hall from her 
room, and she got up from her bed and walked to and 
from the bathroom whenever necessary. 

On the second evening of her hospitalization, and in 
accordance with her doctor's orders, Mrs. Belisle was given 
milk of magnesia and a “sleeping capsule,” seconal sodium. 

-The patient was the only occupant of a semi-private 
room which was not equipped with an operating “call 
button.” The room was equipped with an overhead light, 
but the switch was located near the door and could not 
be reached by Mrs. Belisle from her bed. There was a 
conflict in evidence at the trial as to whether or not a 
floor lamp located near the head of the bed was within 
reach of the patient. The bed was not equipped with side 
rails, 

The patient awakened at about 3:00 a. m. after 
receiving her sleep-inducing medication. As she attempted 
to get up to cross the hall to the bathroom, she fell out 
of bed. The patient herself testified that as she started 
to get out of bed she “missed that stool” because “the 
room was then dark” and she was unable to see her way 
(Continued on page 29) 
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LAPAROTOMY TAPE PADS X-ray detectable, per- 
manently bonded tape to attach to ring or 
hemostat. Quilted to hold shape, withstand 
repeated laundering. 12” x 12” or 18" x 18" 
square—18" x 4" or 36" x 8” oblong. 





OPAKE SPONGES highly X-ray detectable 
element is spread throughout sponge. Non- 
traumatic to tissue. Bulk or pre-counted in 
10’s, 3” x 3” to 8" x 4". 





READY-CUT BANDAGE ROLLS sealed edges pre- 
vent thread ravelling. Flip-up flap on wrap- 
per permits one-hand removal, controls un- 
rolling—selfsealing to keep bandage clean. 10 
yards long—all widths. 


From raw cotton to finished product, 
all processing and packaging is done 
in our own plants, under rigid quality 
controls. In addition, a continuing re- 
search program is conducted to provide 
ever better dressings and ways of using 
them. For example, that’s why sponges 
are softer and whiter, folds exact, and 
absorbency higher. Test Marco dress- 
ings in your own lab and compare. 











Stick SPONGE all gauze, 44 x 36” mesh, ball 
shaped, in small, medium, large, machine 
made for complete uniformity in size. X-ray 
detectable element visible thru a full inch. 


DHESIVE provides minimum skin irritation, 
inmum creep, no impurities. Firm fabric 
pr wrinkle-free application, effective support. 
ompletely usable from end to end, 10 
ards %” to 4”. 





CoTTON BALLS soft and firm, made of long- 
staple white absorbent cotton. Useful for 
perineal care, for prepping, as wipes and 
swabs (not sterilized). Five sizes—54” to 2". 
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SEE, BY WE'VE COMPLETELY 
CONSOLIDATING | | DONE AWAY WITH YOUR 
DOWN HERE... FILING DEPARTMENT 

UPSTAIRS ! 











The annoying symptoms of filing system muddleosis 
vanish when Remington Rand Kard-Veyer® Mechanized 
Filing Equipment is prescribed. 

Never before has it been possible for one person to 
do so much work in so little time, with so little effort, 
and—in so little space. 

The Kard-Veyer® Unit keeps hundreds of thousands 
of record cards all in one cabinet. Touch a button and 
in 3 seconds you have any card you wish. Finding, filing, 
and posting takes seconds—not hours. 

For example, Kard-Veyer® Units in hospitals do an 
outstanding job on such things as the Master Patient 
Index, and the Standard Nomenclature of Diseases and 
Operations. In smaller hospitals, these two classifications 
can be combined in one Kard-Veyer® Unit. For the de- 
tailed story on Kard-Veyer® Units in their many moods 
and models, send coupon for your free catalog. 


Most Interesting Visiting Hours at the American Hospital Association Convention are 9 am to 5 pm at the Remington Rand Systems Exhibition 
Booth #858. Come on in! 
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LAW FORUM 
(Begins on page 26) 


clearly. As a result of the fall, Mrs. Belisle sustained a 
fractured hip. 
courT: At the conclusion of the trial, the jury returned 
a verdict in favor of Mrs. Belisle in the amount of $8,000. 
The hospital appealed this judgment to the Missouri Su- 
preme Court which upheld the trial court’s decision 
against the Presnell Hospital. The hospital contended 
that the patient herself described the cause of her injury 
as an accident, which negates the possibility of a finding 
of negligence on the part of the hospital employes. It 
also argued that all the evidence supported the conclusion 
that Mrs. Belisle was physically capable of caring for 
herself and that her injuries resulted from her fully 
conscious and voluntary attempt to get out of the bed. 
The Missouri Supreme Court held that even should 
these contentions of the hospital be true, they do not 
relieve Presnell Hospital of the responsibility for pro- 
viding “call buttons.” The court continued with a finding 
that Mrs. Belisle was physically capable of caring for 
herself and, therefore, the hospital was under no obliga- 
tion, in the exercise of reasonable care, to install bed 
rails. Further, although there was no evidence that Mrs. 
Belisle was told how and where to turn on the lights in 
her room, the court found no evidence that the failure 
on the part of the hospital employes to give the patient 
this information had anything whatever to do with the 
cause of her falling. 
COMMENT: The court held that the hospital had a re- 
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sponsibility to its patients to provide means whereby they 
could call for aid and assistance in attempting to get out 
of bed or for any other reason. The award of $8,000 in 
damages to the patient was upheld. 








Roth Vs. Havens, Inc. 
Washington Supreme Court—353 P.2d 195 


MRS. ROTH, 68 years old, was ad- 
mitted for nervous depression to Jane 
O’Brien Hospital, an institution spe- 
cializing in the treatment of nervous diseases. After ex- 
amination, the attending psychiatrist prescribed a course 
of electric shock treatments to be administered over a 
period of eight days. During this time, the patient showed 
sufficient improvement to be allowed to leave the hospital 
for a day to have dinner with her son. During her hospital 
stay, Mrs. Roth, was observed by nursing personnel every 
15 minutes during the day and at 30-minute intervals 
during the night. Her room was furnished with a standard 
high-low hospital bed, equipped with side rails. The 
medical instructions were that the side rails were to be 
raised after shock treatment until the patient was oriented, 
and at night after sedation. In addition, the attendants 
were instructed to raise the bed rails without specific in- 
structions should the patient's condition at any time indi- 
cate a necessity to do so. During daytime hours, Mrs. 
Roth was allowed to roam about the hospital at will. 

On the morning of the ninth day of Mrs. Roth's 
hospitalization, a nurse entered the room to administer 
routine morning care. The nurse lowered the bed rails, 
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The review 
book nursing 
\ students have 


depended upon for years! 


For over 11 years there has been one review book that 
nursing students and graduates have depended upon 
for the review help they need. It is the only book in its 
field that presents examinations of the type used by 
such testing centers as the National League of Nursing, 
State Board Examinations and Graduate Nurse Qualli- 
fying Examinations. Now, in a new revision that’s com- 
pletely up-to-date, it’s a more indispensable study aid 
than ever before. 


Just Published! New 5th Edition 


MOSBY’S COMPREHENSIVE 
REVIEW OF NURSING 


Generally regarded as the number one review book in the field, 
this comprehensive volume presents a succinct review of all the 
subjects in the basic nursing curriculum. You'll find extensive re- 
visions in this 5th edition. Each of the 14 contributors has 
brought her section completely up to date and the entire book 
has been arranged so that students or graduates will find it easy 
to review the areas they are concerned with. 

The material has been selected and presented so that it integrates 
basic science courses and nursing arts with clinical nursing sub- 
jects. The units on Pharmacology and Therapeutics as well as the 
unit on Medical and Surgical Nursing, have been completely 
rewritten. 

All these features plus concise outlines, current bibliographies, 
thought-provoking questions and the extensive examinations com- 
plete with answer sheets make this a book the student and gradu- 
ate can depend on for a comprehensive review of all nursing 
subjects. 

By an Editorial Panel of 14 Well-Known Nursing Educators. Just Pub- 
lished, 5th edition, 700 pages, 714" x 1012”. hoot $7.50. 








At Your Favorite Bookstore or Order Directly From 


The C. V. Mosby Company 
3207 Washington Blivd., St. Louis 3, Mo. 
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took the patient’s temperature and pulse, and while the 
bed rails were down, left the room momentarily to return 
the temperature tray to the chart room. At all times 
while the nurse was present in the room, Mrs. Roth sat 
quietly in bed. During the nurse’s absence, the patient 
moved and somehow slipped or fell into a sitting position 
on the floor. The nurse returned immediately and found 
the patient on the floor, whereupon the attending psy- 
chiatrist was called. His examination.revealed no physical 
injury; but later that day, it was discovered that she had 
suffered injury to her back and leg which required further 
treatment and hospitalization. In due course of time, the 
Roths brought suit against the hospital for negligence of 
its nursing personnel. 

courRT: After a lengthy trial, the jury, finding that the 
hospital’s nurse was negligent in leaving the patient un- 
attended with the bed rails lowered, returned a verdict 
in favor of the patient. An appeal by the hospital to the 
Washington Supreme Court reversed the trial court and 
held that the patient had established no right to recovery 
for the injuries claimed. In arriving at its conclusion, 
the Supreme Court reviewed the evidence presented at 
the trial and found that, on the morning in question, the 
patient appeared normal and coherent. Likewise, the sole 
testimony was that, immediately after the fall, Mrs. Roth 
was rational and talked understandably with the nurse 
and with the psychiatrist. It was undisputed that the 
patient reacted normally to the shock treatments, that is, 
following each treatment she would be temporarily con- 
fused, incoherent and unsteady. However, it was admitted 
that bed rails were required and were raised during such 
periods. The accident in question occurred nearly 24 
hours after the patient’s last shock treatment, a great deal 
longer than the usual period of confusion. 

Expert testimory was introduced at the trial to the 
effect that not only were bed rails unnecessary when 
the patient was awake and in a normal state, but were 
actually harmful unless necessitated by.some unusual cir- 
cumstance. Final judgment favored the hospital. 

In deciding for the hospital, the Supreme Court of 
the State of Washington found precedent in a prior 
decision of that court, (Cochrane Vs. Harrison Memorial 
Hospital), from which it quoted the following excerpt: 
“It is not disputed that all the authorities hold that hos- 
pitals owe to their patients such ordinary care and atten- 
tion as the mental and physical condition of such patients 
reasonably require. The law demands reasonable care, such 
care a reasonable man would take under the’ circumstances 
existing, but no man is required to take measures against 
a danger which the circumstances as known to him do 
not suggest as likely to happen.” 

COMMENT: The fact that the nurse momentarily left 
the patient alone on the bed with the bed rails down did 
not constitute proof of negligence in the eyes of this 
court. It insisted that there must be proof that the pa- 
tient was in such a condition, which was known or should 
have been known by the nurse, that reasonable care under 
the circumstances required raised bed rails. In conclusion, 
the Supreme Court dismissed the patient’s action stating: 
“Some negligent act or failure to act by the hospital or 
its agents must be pleaded and proved. The patient did 
not establish that a standard of reasonable care required 
the side boards to be raised under the existing circum- 
stances; there could thus be no proof that the failure to 
do so was negligence.” * 
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A safe, proven, modern technique at:down-to-earth cost. 
Assures Sterility and reduces cross-infection danger. 
Indefinite shelf life. Satin-smooth catheter passes easily. 


Tray contains: graduated 
plastic container, waterproof un- 
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lubricant... sterile, ready-to-use. 
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The use of oxygen in hospitals, clinics, medical 
centers and nursing homes has grown at a remark- 
able rate. With this growth, storage facilities and 
equipment have been improved to assure ample 
supply at all times. 


NCG service extends beyond the supply of oxy- 
gen and the most effective equipment for its use. 
It includes the development of new apparatus to 
improve the methods of its administration. NCG 
not only keeps abreast of the field, but collabo- 
rates with leading inhalation therapists and physi- 
cians in their research. 


Whether your hospital is large or small, NCG can 
provide the oxygen system that will best serve the 
requirements of your institution. A vast network 
of plants and sales offices are ready to serve you 
quickly at all times. NATIONAL CYLINDER 
GAS DIVISION OF CHEMETRON CORPORA- 
TION, Dept. M-5H, 840 N. Michigan Ave., 
Chicago 11, Illinois. 
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IN SURGERY. Monaghan Anesthalung, the new 
and compact assistor-controller, attaches easily to and 
becomes a vital part of any gas machine. It delivers 
an accurate preset volume of gas to the patient at any 
desired rate. Rate-volume-pressure can be changed 
as required . . . volume controlled-pressure limited, 
or pressure controlled-volume limited. 





IN INTENSIVE CARE. NCG Nursing and Service 
Unit permits nurse to serve four patients simulta- 
neously. Working at each patient's head, necessary 
apparatus and supply lines are within easy reach. 
When not in use, the ceiling mounted unit telescopes 
up and out of the way providing for free flow of traffic 
and easy cleaning. 





IN PEDIATRICS. New croup tent, effectively ice- 
cooled, supplies high humidity aerosol therapy with 
or without detergents; nebulization therapy with anti- 
biotics; oxygen therapy with normal humidity. En- 
closure sleeve seals unit comfortably about patient. 
Tent can be folded for easy handling and storage. 
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IN EMERGENCY. The “First-in" portable resuscl- 
tator moves quickly to the emergency. Itis lightweight, 
rugged, effective and safe. It contains the famous 
Handy* resuscitator that automatically breathes the 
patient when the breath of life is gone. It may be used 
as a resuscitator, an aspirator or an inhalator. 


*Trademarh 
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Cross-Infection and the Sanitarian 


An NAS. Conference Report 


i FOR ALARM over the in- 
creasing incidence of hospital 
cross-infections imparted a sobering 
note to a workshop sponsored last 
month by the National Association of 
Sanitarians during its 25th annual ed- 
ucational conference in St. Louis, Mo. 
At the same time, the workshop 
pointed up deficiencies in the operat- 
tions of existing cross-infection com- 
mittees and suggested that hospitals 
establish the post of hospital sanitarian 
to cope with this problem of infection 
control. 

The list of pathogenic micro-organ- 
isms other than staphylococcus appear- 
ing in hospitals today is “getting more 
and more frightening,” according to A. 
C. Sonnenwirth, chief of the depart- 
ment of bacteriology and immunology 
at Jewish Hospital—host institution 
for the workshop. The percentage of 
hospital infections caused by others 
than staph (roughly 40 to 50 per 
cent) is on the rise, Dr. Sonnenwirth 
reported. “Any micro-organism today 
apparently can and does invade hu- 
mans,” he observed, citing as particu- 
larly susceptible the newborn, the de- 
bilitated and patients with wounds. 

Organisms, long since written off as 
solved, are reappearing in hospitals, 
Dr. Sonnenwirth noted, while still oth- 
ers are emerging for the first time as 
apparent invaders and killers of the 
very young. The increasing incidence 
of such organisms, Dr. Sonnenwirth 
feels, is due in a large part to “the in- 
terference to flora indigenous to man” 
through the use of antibiotics on pa- 
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tients. Gram-negative organisms in 
particular are becoming more resistant, 
he said. 

These new organisms and resistant 
strains must be treated the same as 
staph has been—‘through care and 
cleanliness.” Environmental sampling 
is the necessary key to this problem, 
Dr. Sonnenwirth said. He observed 
that these organisms have a predilec- 
tion for water and dust, and are usu- 
ally to be found around plumbing and 
sinks and in ventilation ducts. 

Robert Anderson, assistant surgeon 
general and chief of the Bureau of En- 
vironmental Health, U.S. Public Health 
Service, also singled out certain “signs 
of alarm” in cross-infections. In par- 
ticular, he cited the increase in the 
number of deaths due to staph among 
children under one year of age, noting 
that the over-all mortality rate in this 
age group also has begun to rise again. 

The problem of cross-infections, he 
continued, has become all the more se- 
rious in the light of the modern hospi- 
tal’s evolving role as a community 
health center. A continuum of health 
services for the assessment and evalua- 
tion of a patient’s needs has sprung up 
in communities, he observed, noting 
that now there are “many opportunities 
for the introduction of an infectious 
agent at many of these ‘way-stations’ 
on the road of medical care.” The 
rapid return of the patient to the com- 
munity has made an awareness of in- 
cubation periods for infections all the 
more essential, he emphasized, since 
“many infections might not arise until 
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after the patient leaves the hospital.” 
Because of this, there must be careful 
follow-up studies made of the patient’s 
movements through the community. 
“There are innumerable opportuni- 
ties for direct person-to-person spread 
of infections,’ Dr. Anderson said. 
“This is the major rout for the spread 
of staph, for example. And this is 


‘what must be kept in mind in any 


study of the control of infection.” 

The fact that control of hospital 
cross-infections has become a problem 
extending into the community at large 
also was underscored by Charles Kil- 
patrick, chief of the Housekeeping Di- 
vision of the Veterans Administration. 
At the same time, he called for a whole 
new concept of hospital sanitation. 

Maintenance and general appearance 
no longer are sufficient criteria, he 
pointed out. Hospital sanitation must 
be based on the taking of bacteriolog- 
ical cultures. Nor is a knowledge of 
bacteriological principles all that is 
needed, he continued. There must also 
be the application of modern methods 
of cleaning and the use of new sup- 
plies, equipment and techniques which 
will give the highest efficiency of bac- 
teriological control. 

The control of infections within a 
hospital is the direct responsibility of 
the hospital and its staff, Arthur Frisch, 
M._D., of the department of Bacteriol- 
ogy, University of Oregon Medical 
School, Portland, noted in his report 
to the workshop. “Each hospital is 
legally responsible for exerting reason- 
able caution,” he observed, pointing 
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Whats REALLY NEW in hospital mattresses ? 








SMOOTH-TOP WATERPROOF BEAUTYREST 


Sanitized, anti-static...guaranteed for ten years! 
Beautyrest® gives patients the comfort and bed-rest care 
they need. Now smooth-top Beautyrest adds water- 
proofing for cleanliness and increased service life. It’s 
Sanitized to retard odors, resist mold, help fight germs 




















Beautyrest can take any 
spring position—deliver 
good-posture comfort. 


Beautyrest individually 
pocketed coils for finest 
patient care and comfort. 
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and bacteria. It’s anti-static—may safely be moved to 
operating or recovery room areas. It’s chemically inert, 
non-toxic, non-allergenic. And Beautyrest is famous for 
its long, economical service— guaranteed for ten years. 
As ever, it’s your hospital’s best mattress buy. 


Tests show Beautyrest 
outlasts next-best mat- 
tress by more than 3 to 1. 


Inside tufting now gives 
Beautyrest a smooth top 
and waterproof surface. 


Merchandise Mart « Chicago 54, Illinois 
DISPLAY ROOMS: Chicago « New York « Atianta « Columbus ¢ 
Dallas « San Francisco « Los Angeles 
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Style No. 
401 


For Uniform Satisfaction 
Standardize on 


SNOWHITE 
TAILORED UNIFORMS 


Beautiful in styling and materials, care- 
fully tailored for comfort, easy to care 
for, Snowhite Tailored Uniforms are 
available in cotton, synthetic and blended 
fabrics that have proven their superior 
suitability for Hospital duty. 


Style #401 pictured above is one of our 
standard styles carried in stock for 
prompt shipment. Materials include Pin- 
feather Cord (65% Dacron, 35% Cotton) 
and all-Cotton fabrics. Popular colors. 


Minimum Wholesale Quantity One Dozen 


HOSPITAL EXECUTIVES: 


Snowhite can help you select uniforms 
that will give your Practical Nurses, Stu- 
dents, Aides and other uniformed person- 
nel the well-groomed look which creates 
favorable impressions and uniform satis- 
faction. 


Your request for a catalog or a call by a 
Snowhite representative will not obligate you. 


224 W. Washington Street 
Milwaukee 4, Wisconsin 








out that the hospital cross-infection 
committee is the “main instrument” 
for carrying out an infection control 
program. 

But the hospital cross-infection com- 
mittee, particularly in a hospital of 100 
beds or more, faces definite problems 
which can and do impede its effective 
operation. Among those cited by Dr. 
Frisch: 1. Frequent changes in person- 
nel, 2. the inevitable letdown after the 
committee once has been established, 
3. a tendency to “hide” cases of infec- 
tion rather than reporting them, 4. ex- 
cessive paper work, 5. economy meas- 
ures, 6. complexity of operations and 
procedures being carried on, and 7. 
lack of routine inspection on the wards 
and elsewhere. 

Dr. Frisch described the “zeal of in- 
dividual members” as the principal 
factor determining a committee's effec- 
tiveness. The principal impediment, 
he charged, was the lack of coérdina- 
tion on a day-to-day basis, due to the 
fact that members of the committee 
have other areas of primary responsi- 
bility. The control of infection is a 
full-time job, demanding a full-time 
position, Dr. Frisch indicated, adding 
that this is where the hospital sanitar- 
ian fits into the picture—as one who 
can devote himself full-time to the col- 
lection of information about the hospi- 
tal’s health environment. 

Other problems centering on the or- 
ganization and policies of a hospital 
cross-infection committee were detailed 
by Kenneth D. Serkes, M.D., assistant 
chief of surgery at Jewish Hospital. 
Among the questions posed by Dr. 
Serkes: What responsibility does the 
cross-infection committee have to carry 
out the program it has formalized? Is 
a strong cross-infection committee ad- 
visable? Which kinds of infectious 
cases should be isolated? Who should 
pay the cost of going into the isolation 
room for what may be a hospital-ac- 
quired infection—the patient or the 
hospital? 

Dr. Serkes also stressed three essen. 
tial functions of such a committee: 1. 
A continuing educational program for 
medical and professional staff and em- 
ployes; 2. the conscientious and accu- 
rate collection of statistics so that the 
performance of the committee and in- 
fection control in the hospital may be 
properly evaluated, and 3. the develop- 
ment of some system for collecting in- 
formation of what is taking place, not 
only in the hospital, but in the com- 
munity after the patient has been dis- 
charged. 
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The key role of the hospital sanitar- 
ian in the effective control of hospital 
cross-infection was spelled out in no 
uncertain terms by Charles Letourneau, 
M.D., editor of Hospital Management 
magazine. “Infection control commit- 
tees are wonderful talkers,” he observed 
somewhat wryly, “but a staff man is 
needed to put the committee’s recom- 
mendations into effect and to make 
some practical, down-to-earth recom- 
mendations himself.” 

Dr. Letourneau offered a definition 
for the staff position of hospital sani- 
tarian: One who is “an educated scien- 
tist who specializes in control of en- 
vironmental health hazards in hospi- 
tals and related institutions,” or, in 
short, “a hospital health and safety 
scientist.” This concept of a hospital 
sanitarian may not be easy to sell to 
hospital conservatives, Dr. Letourneau 
admitted. But, he added, “the sanitar- 
ian is the only solution I can see right 
now to sanitation and infection prob- 
lems in hospitals.” 

The sanitarian, Dr. Letourneau con- 
tinued, should be responsible for the 
over-all environmental health situation 
of the hospital, including radiation haz- 
ards, accidents, safety measures, as well 
as cross-infection control and general 
sanitary procedures. Other recom- 
mendations urged by Dr. Letourneau: 
_ 1. The sanitarian should never be 
left out of the planning of anything, 
from a new operating room to shelving 
fcr the linen closet. 

_ 2. New equipment should not be 
purchased by a hospital without first 
consulting the sanitarian, who is there 
to appraise the cleanability of a pro- 
posed piece of new equipment. 

3. Because the responsibilities of 
the sanitarian cut across all depart- 
ments, his position in the hospital hier- 
archy should be that of an assistant 
and advisor to the administrator. 

Dr. Letourneau went on to outline 
the operational methods of a hospital 
sanitarian: Maintain an over-all view 
of the situation; establish a priority of 
problems; inspect cleaning supplies 
and equipment; conduct a complete 
inspection of the hospital at least once 
each month; analyze from the point of 
view of sanitary problems as well as 
safety hazards; report regularly in 
writing what he has done and what he 
has seen; make recommendations to 
the administrator and/or the cross-in- 
fection committee, and exercise the re- 
sponsibility of seeing that a positive 
program emerges from those recom- 
mendations. ° * 
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LABORATORY STERILIZERS 


® Cyclomatic and Isothermal 
Controls perform Inspissation, 
Pasteurization, Fractional 
Sterilization and Pressure 
Steam Sterilization procedures. 

® Ideal for processing heat- 
sensitive or heat-coagulable 
media and fluids, 

® Square chambers... . recessed 
and cabinet mountings. 





COMBINATION GAS-STEAM 


CENTRAL SERVICE STERILIZERS ' 


® Ideal for sterilizing heat- or 
moisture-sensitive equipment and 
supplies. 


® Dual, fully automatic controls. 
® May be used 24 hours a day. 


® Adaptable to any ethylene-oxide 
mixtures, 





or MODEL M. E. RECTANGULAR 


STERILIZERS 
Long recognized as the “‘workhorse”’ 
of Central Service. 
Ideal for solutions, dressings, 
utensils, instruments, milk formula 
and laboratory supplies, 
Fully automatic Cyclomatic Control. 
Also available as a utility M. E. with 








CRYOTHERM 
“COLD” STERILIZER 


® For “‘cold”’ gaseous steriliza- 
tion or heat- or moisture- 
sensitive materials, instruments 
and pre-packaged supplies. 

® Ideal for Urology, Surgery, 
Central Service, Pharmacy 
and Laboratory. 


® Cryoxcide gas supplied in 


nameled exterior 





INSTRUMENT 
WASHER-STERILIZER 


For Sub-sterilizing Rooms or 
Central Instrument Clean-up. 


® Choice of three automatic cycles: 
1. Wash and sterilize 
a c—-. sterilizing cycle at 
3. 7-min. sterilizing cycle at 
250° F. 


© 11/x11’x24” chamber, 


World’s largest designer and manufacturer 
of Sterilizers, Operating Tables, 

Lights and related equipment and 
supplies for hospitals 


16-pound cylinders, 


” SQUARE PRESSURE STERILIZERS 


Designed for Surgical Supply, 

Milk Formula and Pressure Instru- 
ment applications . . . with minor 
modifications for each use, 

Square chambers increase load 
capacity. 

Fully automatic Cyclomatic 
Control, 
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MATTRESS AND 
BEDDING DISINFECTOR 
® Especially designed for decon- 
taminating mattresses, 
blankets, pillows, bassinettes, 
incubators, etc. 
® Ample microbial factor to kill 
STAPH or the communicable 
disease pathogens, 
® Ethylene oxide sterilant for 
37x46''x88" vacuum. 
pressure chamber, 


CYLINDRICAL 
STERILIZERS 

Cyclomatic Control 
assures correct 
sterilizing cycle. 
Single or double 
wall chambers. 
Wide choice of sizes 
++. open or recessed 
mounted, 
Economical initial 
cost. 


AMERICAN 


STERILIZER 
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SAVE STEPS FOR 
BUSY STAFFERS 
.- -KEEP A STANDBY® 
NEARBY 


An extra Standby Baumanometer® 
on each patient floor can save much 
time and effort for busy nursing per- 
sonnel. These self-contained, easily 
portable units can be stationed right 
at bedside when frequent bloodpressure 
readings are required, as in the care 
of the post-op patient. This conven- 
ient arrangement eliminates hunting 
and retrieving borrowed instruments. 


The Standby Model is particularly 
well-suited to the demands of hospital 
service. It is durably constructed for 
long, hard use; it is easy to read from 
any position. And it carries the most 
generous guarantee of any sphygmo- 
manometer available. 


Your local Baumanometer Dealer 
will be happy to show you the Standby 
Model...and the entire Baumanometer 
line designed for practical, economical 
standardization. Call him. 





W. A. BAUM CoO., INC. 
Copiague, Long Island, New York 


6.A. 1909 








NEWS 














TV No Help 
To Mental Health 


Television has cut down on conver- 
sation and is no help when it comes 
to mental health, a hospital chaplain 
has charged. The Rev. Ernest Zizka, 
O.S.B., chaplain at Central Louisiana 
State Hospital, Pinesville, La, de- 
scribed humanity as becoming “a race 
of watchers.” 

“We don’t talk with one another 
enough,” Father Zizka said. “Those 
long conversations we used to have 
over the back fence helped us keep a 
baiance.” He said that the fast pace 
of the modern world makes it easier 
for a person to wear out his vitality— 
and that is a big reason for the in- 
crease in mental illness. 


Detroit Ducks 
Doing Dandy 


A young family of seven has been 
housed in a special cardboard ward in 
the nurses’ lounge at St. Joseph’s Re- 
treat, Detroit, Mich. The seven young 
ones are mallard ducks, about two 
months old. 

Nurses at the hospital said the 
mother duck had been killed in an 
accident. Nearby was a nest with 10 
eggs in it, which the nurses removed 
and brought to the nurses’ lounge, 


wrapping the eggs in an electric heat- 
ing pad. A few days later, seven of 
the 10 eggs hatched. 

The favorite of the brood is a duck- 
ling with a bald spot on its head. The 
nurses call him “Al.” “That's short for 
alopecia—a medical term for bald- 
ness,” one of the nurses explained. She 
added that the ducks would be set 
free when strong enough to fend for 
themselves. 


Use Radioactive Agent 
For Kidney Diagnosis 


A new agent—radioactive hippuran 
—has been developed for use in the 
diagnosis of kidney disease. The agent 
is used to differentiate between high 
blood pressure caused by kidney dis- 
ease, which may be surgically curable, 
and the more common type of high 
blood pressure of unknown cause for 
which there is no known cure. A na- 
tionwide survey testing the diagnostic 
effectiveness of this agent among pa- 
tients with high blood pressure is be- 


‘ing planned by the National Institutes 


of Health under a $100,000 grant 
from the U.S. Public Health Service. 

Radioactive hippuran is injected di- 
rectly into the blood stream. Since 
this agent is eliminated rapidly and 
completely by the kidneys, it is possi- 





OFFICERS AND TRUSTEES of the Texas Hospital Association gathered for a formal 
picture following 32nd annual convention in Dallas. They are, from left: Sr. M. Chris- 
tine, C.C.V.I., administrator of St. Joseph’s Hospital, Houston, trustee; Rod M. Bell, 
trustee; George B. Pearson, president-elect; Albert H. Scheidt, president; Fred R. 
Higginbotham, past-president; David M. Hitt and W. B. Forster, trustees; T. H. Mor- 
rison, Jr., treasurer, and W. Wilson Turner, trustee. (Since this picture was taken, 
Sister Christine has been transferred to T. E. Schumpert Memorial Hospital, Shreve- 


port, La.) 
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NEW PILLOW SPEAKER 

WITH REMOTE CONTROLS PUTS 
SERVICE...SECURITY...ENTERTAINMENT 
AT PATIENT’S FINGERTIPS 


Executone’s advanced engineering—and thorough 
knowledge of hospital problems—has produced 

this remarkable multi-purpose pillow speaker. The 
new unit is an audio-visual nur'se-call cord set... 
a high-quality sound reproducer . . . radio station 
and TV channel selector .. . and volume control— 
all in one. Check these unique features: 


@ Eliminates the expense and clutter of individual radios. Brings 
f entertainment from one central source. Patient may choose any one of 
| | five channels of AM or FM broadcasts, recorded music, chapel services, etc. 





@ Separate TV control provides simplest possible channel selection. 


@ Reception is clear, uniform, static-free. Patients in adjoining beds are 
free to choose radio or TV programs independently, without interference. 
Patients who prefer to sleep or read are not bothered. 


@ Nurse call button—and selector buttons—have durable palladium 
contacts of special design, for utmost reliability. 

@ Sturdy housing has high resistance to shock and moisture; can be 
quickly sterilized. 

@ All patient-nurse conversations utilize the separate wall station, to 
assure clear uninterrupted voice communication at all times. This 
ultra-sensitive unit can monitor even the faintest sounds in a patient’s 
room... can't be fouled or disengaged. 

@ Foolproof volume control affects only entertainment; does not alter 
patient-nurse communication level. 

@ Bed clamp cannot be removed or lost . . . will not stain or damage linens, 
®@ Entire cord-set is instantly removable . . . can be freely interchanged 
with other specialized Executone cord-sets (geriatric, explosion-proof, 
etc.) If the plug is accidentally pulled out, nursing personnel is 
automatically summoned. 


@ Wall station lights assure patient of proper call registration and 
maintenance of his privacy. 






EXECUTONE: 

A REVOLUTION 
IN BED-CARE 

. COMMUNICATIONS! 











ADVANCED EXECUTONE SYSTEMS FOR NEW AND EXISTING HOSPITALS 





Audio-Visual : Administrative Doctor’s Register Sound Distribution 
Nurse Call Systems Communications and Message Center Systems and Paging Systems 


ee ee ee ee ee ee ee ee ee ee ee ee en ee ee ee en ee ee ee ee 
For detailed information, write to: 
Executone, Inc., 415 Lexington Avenue, Dept. E-4, New York 17, N. Y. 








Lecilone *~ momen 


COMMUNICATION and SOUND SYSTEMS in Canada: 331 Bartlett Ave., Toronto 
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ble to measure it with radiation de- 
tectors placed over the kidneys. In this 
way abnormalities of kidney function 
can be detected. Because of its safety 
and simplicity radioactive hippuran 
can be used to screen all patients with 
high blood pressure, avoiding the ne- 
cessity of subjecting all such patients 
to more complex and unpleasant uro- 
logical procedures. 

Manuel Tubis, chief biochemist of 
the radioisotope service at the Los 
Angeles, Calif., Veterans Administra- 
tion center, synthesized the new radio- 
active agent during the past year, and 


it has been tested clinically in a large 
group of patients by W. H. Blahd, 
M.D., chief of radioisotope service, 
and R. A. Nordyke, M.D., both of 
the center's staff. 


Former H.E.W. Head 
Endorses Fluoridation 


Former Secretary of Health, Educa- 
tion and Welfare, Arthur S. Fleming 
has endorsed the use of fluoridated 
water as an effective and safe preven- 
tive in curbing dental decay. At the 
same time, Dr. Fleming urged an in- 





SCHWARTZ SECTIONAL SYSTEM FOR HOSPITAL PHARMACIES 


Made in Grand Rapids, Michigan by Grand Rapids Craftsmen 


SCHWARTZ 


easy accessibility. 


Made Solely and exclusively by 


GRAND RAPIDS SECTIONAL 
EQUIPMENT COMPANY 


200 Fuller Bldg., 11 Fuller Ave., S.E. 
Grand Rapids 6, Michigan * Phone GL 1-3335 





Top Unit Ne. 20 
Base Unit No. 1 


For more than 50 years, the name GRAND RAPIDS has personified all that is 
best in pharmacy planning and equipment, From coast to coast stretches an 
imposing and steadily increasing number of GRAND RAPIDS equipped phar- 
macies — leaders, invariably, in their communities. 

The illustration above shows how all sizes of containers, from a small vial to a 
gallon bottle inclusive, can be conveniently carried for 


Top Unit No. 16 
Base Unit No. 6 





SEE OUR 
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formed citizenry to take positive steps 
to forward the progress of fluoridation. 

“Millions of American children are 
being needlessly denied the benefits— 
now and in later years—of healthy 
teeth,” Dr. Fleming noted, in an arti- 
cle appearing in a recent issue of 
Good Housekeeping magazine. Thirty 
years of research, he continued, have 
proved that fluoridated water drunk 
from infancy will prevent two out of 
three cavities in children’s teeth, and 
moreover, will continue to be effective 
throughout life. Despite this fact, 
there are still some 14,000 communi- 
ties which either have not yet adopted 
or are actively opposed to the fluori- 
dation of water, Dr. Fleming indicated. 


Two Nuns Awarded 
U.S.P.H.S. Grants 


Sister M. Lillian, S.F.P., and Sister 
Virgine Marie, S.F.P., clinical instruc- 
tors at St. Mary’s Hospital School of 
Nursing, Quincy, Ill, have been 
awarded short-term traineeship grants 
through the U.S. Public Health Service 
for study in clinical instruction at Illi- 
nois Wesleyan University School of 
Nursing, Bloomington, III. 


Capital City Hospital 
Recalls Civil War Service 


* Providence Hospital, Washington, 
DC., currently celebrating its cente- 
nary, is the only one of 85 hospitals 
opened in the area during the Civil 
War which has survived to this day. 
Founded less than two months after 
the fall of Fort Sumter, hospital rec- 
ords show that, although the hospital 
was not a military hospital, it did care 
for a number of servicemen. Accord- 
ing to a newspaper report dated June 
8, 1861, the new 50-bed hospital was 
established “as a public benefaction” 
and “intended to be permanent.” Its 
declared purpose was to care for civil- 
ians for whom no facilities whatever 
existed in the crowded war-time 
capital. 

Thaddeus M. Stevens, then chairman 
of the House of Representatives Ap- 
propriations Committee, secured pass- 
age of a bill allotting $6,000 to the 
hospital. The appropriation virtually 
guaranteed the hospital against being 
taken over as a military facility. 

As the war advanced and casual- 
ties increased, however, the hospital 
opened its doors to the wounded, even 
erecting a temporary frame building 

(Continued on page 46) 
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BEHIND THE MAN FROM DIAMOND CRYSTAL SALT... 


the substitute product experience of John Kanz! 


John Kanz, Diamond Crystal Institutional Sales 

Supervisor, is demonstrating to a dietitian why 

hospitals the country over have proclaimed 

the quality and convenience of Diamond _ SALT SUBSTITUTE—Packed in Diamond Crystal's exclusive, fluted 

Crystal Substitute Seasoning Products. design packet for controlled application. Resembles salt in taste, ap- 
Diamond Crystal Salt and Sugar Substi- pearance, pouring quality and stability. Each packet contains sufficient 


salt substitute for a complete meal. 
tutes and Lemon Wedges, created for people , : ‘ 
on salt or sugar-free diets, provide an in- SUGAR SUBSTITUTE — 100% calorie-free. Fluted design controlled 


dinidued it dti 4 atint “shaker-action” packet contains sugar substitute equivalent to two 
ividual, sanitary and time-saving method o teaspoonfuls of sugar. Helps serve special dietarians with speed and 


service ... and the purest products available. efficiency. 


: Learn exactly how Diamond Crystal Season- LEMON WEDGE—Less expensive than a lemon slice. Packed in a single 
ing Packets can benefit you. Call or write the _ flute foil packet. Granular in form, dissolves quickly. Eliminates cutting 
nearest Diamond Crystal sales office. lemon slices, easy to serve, sanitary. No squeezing or sticky fingers. 





Also available—regular Diamond Crystal Salt and Pepper Packets. 


Sy Diamond Crystal Salt Company 


ST. CLAIR, MICHIGAN 





Toth Abe - ISSE~-7967 PLANTS: AKRON, OHIO: JEFFERSON ISLAND, LA.; ST. CLAIR, MICH. 


SALES OFFICES: AKRON ¢ ATLANTA * BOSTON * CHARLOTTE * CHICAGO 
DETROIT © LOUISVILLE © MINNEAPOLIS * NEW ORLEANS * NEW YORK 
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on its grounds, where the overflow of 
military patients could be treated by 
military surgeons. In addition, numer- 
ous Daughters of Charity from the 
hospital staffed several of the military 
institutions, including Lincoln General 
and Cliffburn Hospitals. A War De- 
partment circular, prepared by the 
Surgeon General’s Office, describes 
their duties as follows: “The extra diet 
kitchen is under the care of a Sister, 
and one is detailed by the Superior for 
each ward. They administer medicine, 
diet and stimulants under the orders 
of a Ward Surgeon and are responsible 
to him alone.” The report concludes: 
“I must bear evidence to their effi- 
ciency and superiority as nurses. They 
have been beloved and respected by 
the men.” 


Women Keep Society 
Sane, Psychiatrist Says 


Dr. Karl Stern, author of Pillar of 
Fire, has stressed the role of women 
in restoring a balance to society. Cause 
of the imbalance, the noted psychiatrist 
said, is “a very unhealthy preponder- 
ance of the male principle,” which in 
laymen’s terms means that man is 
making too much ado about technolog- 
ical principles. 

“There has been a tremendous out- 
growth of scientific progress,” Dr. 
Stern observed in his address at Grail- 
ville Community College, Loveland, 
Ohio, “but wisdom is often thwarted.” 





UNIVERSITY OF MONTREAL residents are from left, front row: Rolland Boulanger, Albert 
Nantel, Mother Jeanne-Mance, R.H.S.J., Dr. Gerald LaSalle, J.-Pierre Hogue, Wilfrid Blanch- 
ard, Dr. Gilbert Blain; second row: Sr. Marie-Bernard, F.D.L.S., Dr. Guy Pothier, Sr. Francoise 
Turcotte, R.H.S.J., Jean-Claude Martin, Dr. Augustin Roy, Sr. Claire de Jesus, R.H.S.J.; third 
row: David Gowing, Dr. Marc Tardif, Denis Simard, Yvan Mauger, Sr. Maris Stella, S.M., 
Jacques-Andre Dumais, Dr. Robert McKeown. 








He described this emphasis upon 
things technological as the “completely 
crazy maleness of our civilization.” He 
ascribed the modern instability of mar- 
riage as a direct result of this “crazy 
maleness.” 

This male emphasis on technology 
shows itself in the tendency to discard 
something when it doesn’t work out 
smoothly, Dr. Stern said. When such 
thinking prevails in marriage, he con- 
tinued, the “subjective feeling of being 
in love” begins to disappear and mar- 





Sister Mary Agnes, C.S.F.N. 
St. Mary of Nazareth Hospital 
Chicago, Ill. 
Sister Mary Antonia, S.C.N. 
St. Joseph Infirmary 
Louisville, Ky. 
Charles E. Berry 
Catholic Hospital Assn. 
St. Louis, Mo. 
Edward A. Behrman 
Catholic Hospital Assn. 
St. Louis, Mo. 
John Patrick Byrne 
Firmin Desloge Hospital 
St. Louis, Missouri 
Sister M. Clementia, Ad.PP.S. 
St. Clement's Hospital 
Red Bud, IIl. 
Sister Mary Christopher, L.C.M. 
Little Company of Mary Hospital 
Evergreen Park, Ill. 





THANKS TO CONVENTION REPORTERS 


We are indebted to the following reporters for many of the departmental 
reports appearing in this issue of HOSPITAL PROGRESS. 


Sister M. Davidanne, O.S.B. 
St. Benedict’s Hospital 
Ogden, Utah 
Mrs. Helen C. Fagan 
St. Francis Hospital 
Hartford, Conn. 
Margaret Foley, Ph.D. 
Catholic Hospital Assn. 
St. Louis, Mo. 
Sister Julianne, S.Sp.S. 
St. Therese Hospital] 
Waukegan, III. 
Sister Margaret Mary, C.S.F.N. 
St. Elizabeth Hospital 
Dayton, Ohio 
Sister Patrick, f.d.L.s. 
St. Louis Marie de Montfort Hospital 
Ottawa, Ont. 
Miss Ann Kathleen Reddy 
Mt. Carmel Mercy Hospital 
Detroit, Mich. 








riage itself becomes fragile and tran- 
sient. 

“Womanhood has the task of pro- 
viding the counterbalance,” Dr. Stern 
pointed out, “for woman is deeply 
committed to the unhurried, to nurtur- 


ing.” Restoring this needed balance 


will not be easy for women, he ob- 
served, but “to be able to love against 
odds is the particularly feminine form 
of heroism.” : 


Georgetown Receives 
Research Center Grant 


Georgetown University, Washing- 
ton, D.C. has received a grant of 
$300,000 for the establishment of a 
new general clinical research center. 
Dr. Hugh H. Hussey, dean of the Uni- 
versity’s School of Medicine, said that 
the grant is part of a program set up 
by the National Institutes of Health. 


Establish PHS Division 
for Chronic Diseases 


The U.S. Public Health Service has 
named Dr. Leslie W. Knott to head 
up the agency's new Division of 
Chronic Diseases, which will center 
its attention on the prevention and 
control of chronic diseases, particularly 
among the aged. A budget of $4 mil- 
lion has been provided the division 
to carry out its programs of disease 
detection and sehabilitation in such 
areas as cancer, heart conditions, 


HOSPITAL PROGRESS 








WR105 


AREN’ ALL-PATIENT 
IDENTIFICATION BANDS 


safe... simple...and secure ! 


ssoy uedy_ 


uosuyor “Iq. 
AeTtyteg *N 6709 


This identification band is tamperproof — so safe it has 

to be cut off! Yet it attaches so simply. Just insert the name 
card, adjust the strap and snap!...it’s on. No tools are 
needed, it comes ready to attach — all in one piece. 








Aren bands are soft, supple, non-toxic plastic in turquoise 
and white. Can’t possibly irritate — not even a newborn’s tender 
skin. Crystal-clear window is formed right into the band. 
Standard, newborn and special “Addressograph” sizes. Cards 
hold all information recommended by the American 
Hospital Association ... available in pink, blue and white. 


ecee 0 00000) 





Write for free samples, literature and prices — or talk to 
your Will Ross, Inc. representative 








: General Offices: Milwaukee 12, Wis. 


R oO Ss S : Atlanta, Ga. e Baltimore, Md. 
B *: Cohoes, N.Y. « Dallas, Texas 
INC. 


Minneapolis, Minn. e« Ozark, Ala. 
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strokes, diabetes, arthritis, high blood 
pressure, sight and hearing deficienices, 
etc. 

“We have knowledge to prevent 
much of the disability and dependency 
caused by these diseases,’ Dr. Knott 
observed in commenting on the task 
set before the new division. “But the 
tragic part of this situation is that 
so little of this knowledge is being 
put into action.” 

The division will work closely with 
state and local chronic disease and 
rehabilitation programs, promoting 
health campaigns and community-wide 


A & B...-ELASTIC 
RIB SPLINTS 


With Velcro fasteners. No metal 
arts (No rust stains). Washable. 
Easily applied; easily adjusted. 
Four sizes: Small (24/30); Medium 
(30/36); Large (36/42); X-large 
(42/48). Male: No. 768; Female, 
No. 868. 


Cc...ABBOTT 
BACK BRACE 


True three-point hyperextension. 
Light weight (25 ounces). Anodized 
aluminum parts. No transfer of 
smudge (oxidation) to hands or 
clothing. Adjustable for height and 
width. Washable, instantly dried 
with towel. Fitting instructions with 
each brace. No. 1901-A, Reg.; 
1901-B, X-large. 


D...DAUBENSPECK HEAD HALTER 
With OEC’s introduction of this newly developed, self-adjusting head halter, the long hoped- 
for improvement in treatment of cervical fracture of the vertebrae, osteochondritis, scoliosis 
and subluxation of the cervical spine has become a reality. No. 377—halter complete; No. 


377A W/Removable plastic foam pads. 


E...CRUTCHES - WALKERS 


ALUMINUM-ANODIZED-SMUDGE FREE 
(a) Axilla Crutch—Adult and Child—OEC-1315. 
(c) Walker—1"’ aluminum tubing—OEC-1320. 


F... CANES ° 


(d) Adjustable Walking Stick—OEC-1310. (e) Adjustable Cane with tri-tip swivel—OEC-1309C. 
(fy Adjustable Cane—OEC-1309. 


@ AVAILABLE FROM SURGICAL SUPPLY DEALERS : 
b Your Sign of Quality Orthopedic Equipment co ; 








(b) Canadian Crutch—Adult and Child—OEC-1305. 


EUROPEAN ASSOCIATES 
ZIMMER ORTHOPAEDIC LTD., Bridgend, Glam, Great Britain * ORTOPEDIA G.m.b.H. KIEL, Kiel, Germany 


medical checkups and assisting in de- 
tection and treatment programs. In 
addition, the division will help com- 
munities organize home nursing serv- 
ices, particularly for the aged, and will 
encourage improvements among nurs- 
ing homes for the aged. 


Bulk Buying of Frozen 
Foods Lowers Costs 


Substantial savings are resulting 
from a program for centralized pur- 
chasing of frozen food for Veterans 
Administration hospitals. Begun on a 
small scale by eight VA hospitals in 








Vide 
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California in 1957, the program now 
supplies frozen vegetables, fruit juices, 
fruits, and eggs to 55 of the agency’s 
170 hospitals, at a cost reduction of 
some 12 to 15 per cent. 

Prior to 1957, each VA hospital did 
its own purchasing of frozen foods. 
A survey showed a wide variance in 
prices and product quality. Individual 
inspection costs were higher than 
would be the cost of bulk inspection 
under centralized purchasing. 

Now, under the new program, cen- 
tralized purchasing is done in quantity 
in the major packing seasons for the 
foods. Suppliers are chosen through 
competitive bidding, and the products 
are stored in commercial cold storage 
warehouses at various distribution 
points. At present, the program 
amounts to a purchasing operation of 
about $600,000 yearly. 


Sister Mary Augustine 
Elected to C.P.A. Board 


Sister Mary Au- 
gustine, s.m.s.m., 
editor of Marist 
Missions maga- 
zine, Framing- 
ham Centre, 
Mass., was 
elected to a mag- 
azine position 
on the Board of 
Directors of the Catholic Press As- 
sociation during the Association’s re- 
cent annual convention in Vancouver, 
B.C. Sister Mary Augustine, or “Sister 
Sez” as she is affectionately called by all 
who remember her lively “Sister Sez” 
column in the Daily Bulletin at te- 
cent C.H.A. conventions, is the first 
woman director of the Catholic Press 
Association. 

Besides her work at C.H.A. conven- 
tions, Sister is a former chairman of 
the C.H.A. Council on Public Rela- 
tions. 

The Catholic Hospital Association 
is happy that such a distinguished 
honor has’ been given to an amiable 
friend. . 





Psychiatric Clinics 
Directory Updated 


The National Association of Mental 
Health has released its newest (12th) 
edition of the directory, Outpatient 
Phychiatric Clinics and Other Mental 
Health Resources in the United States. 
The directory lists all outpatient psy- 
chiatric clinics in this country by lo- 
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Every easy-on-and-off Quixam fits either hand; saves 
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is greatest. Quixams are only one of the complete line ; ; 
of PIONEER Rollpruf Surgical and Hospital Gloves 1 “te 1 
—all designed for positive savings on specific jobs. : pital } 
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Hour...after hour...after hour 


BEVERAGES STAY PERKING HOT 
IN THIS STANLEY INSULATED JUG 


Even in the non-electric model 
of this two-gallon Stanley Jug 
for mobile feeding carts, bever- 
ages stay perking hot for hours. 
Extra-efficient insulation be- 
tween welded stainless steel in- 
ner and outer shells cuts heat 
loss to an irreducible minimum. 


In the electrically heated models, 
a vibration-proof thermostat 
holds temperatures between 170° 
and 180° F. indefinitely. And 
here is another feature you'll 
like: If the current is left on 
after the jug is empty, nothing 
happens. No burnouts! No short 
circuits! No hazards! 


Highest quality dairy-grade rub- 
ber gaskets insure trouble-free 
operation. Even if the jug is 
immersed, air-tight joints pre- 
vent water from reaching the 
heater. 


Half-gallon graduations on the 
inner wall simplify measuring. 
The no-drip spigot serves 8 
ounces in 5 seconds. Seamless 
welded construction eliminates 


weak, unsanitary seams. For 
cold beverages, lids with a 24- 
ounce dry-ice canister can be 
supplied. 


In all details, these jugs conform 
to Veterans’ Administration 
and military specifications. They 
can be bought separately from 
your supplier of kitchen equip- 
ment or obtained as standard 
equipment on certain models of 
S. Blickman, Meals-On-Wheels, 
Ideal, Foster, and St. Augustine 
(W. H. Frick) carts. Or write 
to address below for catalog 
and prices. 


SPECIFICATIONS 


All Models 
Height: 13”. Width: 6%”. Length: 1114’. 
Capacity: 2 gallons. Net Weight: 15 pounds. 
No. 1340 —Non-electric. No dry-ice canister. 
No. X-1340—Same as No. 1340 but with guard 
over spigot. 
No. 1341° —Electric, without dry-ice canister. 
No. 1343 —Non-Electric with dry-ice canis- 
ter. 
No. 1344° —Electric with dry-ice canister. 


*110-115 volts A.C. On special order, 220 
volta A.C. can be supplied. Listed by Under- 
writers’ Laboratories, Inc. 


For additional information, use postcard facing back cover. 





cation, including data on geographic 
areas served, clinic schedules, profes- 
sional staff, age limitations for staff 
eligibility. Included in the listing also 
are all state hospitals for mental dis- 
ease, public institutions for mental de- 
fectives and epileptics, psychopathic 
hospitals, VA hospitals, state mental 
health associations and all regional of- 
fices of the Department of Health, 
Education and Welfare. Copies of the 
directory can be obtained for $1.50 
each from the National Association of 
Mental Health headquarters, 10 Co- 
lumbus Circle, New York 19, N.Y. 


Medical School 
Slated for India 


A national Catholic medical school 
will open next summer in India, Arch- 
bishop Jerome D’Souza of Nagpur, 
India, has announced. The school, lo- 
cated at Bangalore, will have a first 
class enrollment of some 50 to 80 
students, the prelate said. 


Sisters Sponsor 
Dietetic Workshop 


A dietetic workshop, sponsored by 
the Community of the Hospital Sisters 


of the Third Order of St. Francis, was 


held recently in Springfield, Ill, to 
discuss current problems and new con- 
cepts in the field of hospital dietetics. 
The discussion of menu planning 
pointed out the success of the selective 
menu not only for general diets but 
also for diabetics, as experienced in 
several of the hospitals. Some of the 
newer hospitals—St. Mary’s in Deca- 
tur, Ill, and St. Vincent’s in Green 
Bay, Wis., have begun to use a selec- 
tive menu for other therapeutic diets 
and have found great educational value 
for the patient. 

The group of 14 dietitians felt that 
in the area of administration, the nec- 
essary steps must be taken for im- 
provement of management techniques 
that will compare in efficiency to those 
of food service caterers which are being 
introduced in many hospitals. Stress 
was placed not on the merits of sound 
management principles alone but pri- 
marily on the objective, better patient 
care. A definite course of action was 
taken and committees were formed 
to gather data for formulating and 
accumulating department policies and 
methods for the compilation of a man- 
ual for the entire group of hospitals 
and institutions. 
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RECORD CROWD THRONGS OPENING SESSION OF CONVENTION 


Not Machines, graphs, statistics—but people! 


. 


@ OBO HALL rose massive and glistening white against a summer sky. Along the 
Detroit River, fronting the structure, a tranquil billowing of sails belied the bustle of the 
world’s busiest inland waterway. 

Inside the hall, gleaming marble walls, mosaic ramps and terrazzo floors amplified 
the movements of more than 6,000 religious and lay leaders in hospital work as they 
crowded into meeting rooms, thronged Exhibit Hall ‘B’, gathered at luncheon and 
conference tables, walked and talked the halls. This was the 46th annual convention of 
the Catholic Hospital Association in Detroit. 

The setting was modern, attuned to the concept and tenor of those four working 
days in June. For the keynote was change—reflected in the polished, gleaming displays of 
hospital equipment, crystallized in the speeches and discussions of convention participants. 
Here was an updating, an engagement with advances and dynamic concepts in 
managerial techniques, patient care, personnel relations, medical developments, work 
simplification and improved organization methods, community planning, sociological 
and environmental challenges, and an evolving philosophy of the role of the Catholic 
hospital. 

But, if change was the keynote, the emphasis was personal, rather than technological. 
Attitudes—Action—Achievement: This was the theme. The orientation lay not with 
the machine, the graph, the statistic, but with the people who administer and staff the 
hospital—those who plan, organize and direct the operations of the nation’s 
fifth largest industry. And from this focus, there emerged two underlying, essential points 
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enunciated time and time again—the need for creative imagination and 
coordinated teamwork in shaping attitudes and implementing 
them to achieve the goals of today and tomorrow. 


There can be no denying the exhilaration of those four working days. 
The stimulation of new faces and new ideas, concentrated into a program 
of talks and events quite literally demanding complete physical attention 
and intellectual exertion, could not help but produce a colorful, climactic 
atmosphere. But, beneath the rush and excitement, a quiet intensity and 
purposeful dedication flowed. Here was much prudent thought, much 
studied concern, much wisdom and much strength of resolution. 
One of the speakers described the gathering as a “type of professional 
retreat in which we examine ourselves to know our weakness, inform 
ourselves to correct our deficencies, strengthen ourselves to meet 
the future challenges.” The approach, then, was reflective—a scrutiny 
directed inward and producing insight. For in this moment of per- 
sonal encounter, each participant once again was called upon to search 
and touch the quick of his calling, to probe the spiritual and re- 
sponsible roots of his professional apostolate. This was the convention 
and this is its story. 


The First Day 


AT 8:25 A.M., MONDAY, June 12, a gentleman stepped to the 
registration desk on the exhibit floor at Cobo Hall. He had traveled some 
1,900 miles to attend the C.H.A. convention. His name: Jose A. Llavina, 
assistant administrator of Concepcion Hospital, a 100-bed general hospital 
at San German, Puerto Rico. 


Some 1,000 administrators, directors of schools of nursing and 
hospital purchasing agents already had pre-registered by virtue of having 
attended the pre-convention weekend meetings of the Conference of 
Catholic Schools of Nursing and Hospital Purchasing Institute. But Senor 
Llavina was the first to register for the convention proper. By mid- 
afternoon, his lead had been followed by several thousand, and at 
convention’s end, the total registration figures had climbed above 6,000. 


The formal opening of the convention occurred at 9 a.m. that same 
morning, some seven blocks away, in the triple-tiered Church of St. 
Aloysius in downtown Detroit. His Excellency, the Most Rev. John F. 
Dearden, Archbishop of Detroit and episcopal host to the convention, 
celebrated the Pontifical Low Mass. The sermon was delivered by the Rev. 
James H. Fitzpatrick, director of hospitals for the Brooklyn (N.Y.) 
Diocese. 


In his sermon, Father Fitzpatrick, who on Thursday would be 
installed as the new president-elect of the Association, keynoted the themes 
that were to recur throughout the convention—the active nature of the 
hospital apostolate, technical and other changes which require a re-shaping 
of attitudes and planning, and the responsibility of each to examine, 
review, evaluate, and work toward future challenges. “In a dynamic society 
of which we are, and must be a part,” he observed, “there is no room for 
complacency or standing on past glories. There are ever new horizons, 
new goals to be defined for each religious community, for each hospital, 
for each person, in the apostolate that is ours.” 


Back at the convention hall, final preparations for the annual exhibit 
had been completed. For 38 years, Albert C. Janka, advertising manager 
for HOSPITAL PROGRESS, had been handling exhibit arrangements for the 
Association. This was his crowning achievement. More than $1 million 
worth of hospital equipment was arrayed in seven rows over a floor area 
of some 50,000 square feet, all brilliantly illuminated from the ceiling 
above. In addition to the Association’s own exhibits and the numerous 
educational displays, 252 technical exhibitors had come to share their new 
developments and advances with the Association’s member hospitals. 

At 11 a.m., the formal ceremonies marking the opening of the 
exhibits got underway. The Rt. Rev. Alfred W. Jess, performing one of 
the final functions of-his tenure as president of the Association, delivered 
the welcoming address to the 46th annual convention. Greetings followed 
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in turn from the Rev. John J. Flanagan, S.J., executive director of C.H.A., 

Robinson Bosworth, Jr., president of Hospital Industries Association and 
Mr. Janka. The convention was on. 

That afternoon, more than 2,000 persons—one of the largest 
assemblages ever to attend an opening session at a C.H.A. convention— 
packed the first-floor ballroom at Cobo Hall to hear the first of the general 
speakers, Sister Annette, C.S.J., executive secretary of the Sister Formation 
Conference, and Rev. Lucius F. Cervantes, S.J., associate professor of 
sociology at St. Louis (Mo.) University. 

One of the conditions for survival in the hospital world today, Sister 
Annette pointed out in her address, is the “willingness to entertain new 
ideas and to put them into effect.” Despite the essential nature of this 
attitude and process, there is at the same time a natural tendency to resist 
change. In a large organization, such as a hospital, when many people 
tend to feel threatened by change, a “strong-anti-change, anti-administrative 
clique may develop.” In a Catholic hospital, when this occurs, “that unity 
of spirit and singleness of purpose which should exist among both religious 
and lay co-workers in the apostolate of mercy to the sick may be ruthlessly 
shattered,” Sister Annette warned. 

This resistance to change may take various forms, she continued. 

“For instance, some people react by living in the past and extolling the 
good old days when things were done so much better than they are at 
present. Or some respond by complacently insisting that nothing needs 

to be changed very much in the way we exercise our apostolates. And still 
others adjust by keeping themselves so busy doing the tasks which they 
have always performed and in the way in which they have always done 
them that they are unaware of the fact that they have been left behind.” 
These psychological mechanisms of defense against change, arising as they 
do out of insecurity and anxiety, are “unrealistic and self-defeating,” 

Sister Annette said. 

For the religious engaged in hospital work, however, there are 
elements other than a false sense of security which contribute to one’s 
resistance to change, Sister Annette observed. “Some of the things that 
sisters today are being required to do (such as attending evening meetings) 
are activities which, in an earlier day, would have been considered 
unbecoming in a sister. Today, however, the same sister who was told that 
it is unreligious to attend a meeting at night, now is told that if she is 
really generous with God and zealous about serving her neighbor, she will 
get herself to the evening meeting.” The result, Sister Annette continued, 
is that such a sister is prone to resist this change in behavior standards 
“because her established values are compromised by such a change.” This 
is particularly true, she noted, among older sisters, who must be provided 
with an opportunity to become emotionally and not merely intellectually 
adjusted to such changes. 

Sister Annette proposed four steps to reduce resistance to change 
among hospital supervisors and workers. First, the administrator should 
exercise integrity and openness in dealing with subordinates, specifically 
informing them of the problems of the institution and the role they are to 
play in meeting these problems, not only presenting the facts but also 
opening discussion among the personnel for suggestions. Second, the 
administrator should relate the goals of each individual to the institution 
as a whole. Third, the administrator should use skill and understanding in 
dealing with the “so-called lunatic fringe,” for, although this group is often 
extraordinarily perceptive, their immature or unpleasant personalities 
frequently impede any acceptance of their ideas. Fourth, the administrator 
should provide opportunities for change, rather than merely encouraging 
it, by giving each a chance to acquire the knowledge, skills, and techniques 
necessary for change. 

In conclusion, Sister Annette sketched briefly the spiritual call to 
change peculiar to the Catholic institution. The internal life of the 
corporate institution, she noted, must be “a constant transformation and 
configuration to Christ prolonged in the Church.” Hospitals are called to 
this transformation, she observed, “although we should not expect it to 
be easy; it will always be a call to courage.” 

The administrative responsibility for the shaping of attitudes was 
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also underscored by Father Cervantes in his address, as he urged a “new 
concept” in personnel relations which would abandon “task orientation” 
for “person orientation.” 

“All workers in the hospital from director to window-washer are 
members of the team and a potential source of healing contact for the 
patient,” Father Cervantes said. “Each employe should be able to see how 
his work is a direct contribution toward the common goal of helping the 
sick get well.” 

The promotion of this spirit of team identification and codperation 
extends beyond the mere good will resulting from decent wages, he 
observed. It depends also upon the recognition of certain basic needs 
common to all men. “When those needs are not met,” he warned, “the 
individual disintegrates and with him that part of the organization of 
which he is a constituent member.” 

In the beginning, however, the hospital must encourage the 
integration of each employe within the general morale and tone of the 
organization. This means that each employe must be treated as an 
individual and “not just a number on a manila folder or a hole in an IBM 
card,” Father Cervantes said. For, “if personnel are treated harshly and in 
a dictatorial manner, the probability is quite high that they will use the 
identical approach in dealing with the patient.” In a Catholic hospital, for 
example, the employes should be identified with the dedicated purpose of 
the institution, Father Cervantes observed. They need “to be incorporated 
into the apostolic team as well as the health team,” and encouraged to find 
“a mooring anchor in their spiritual development.” 

Toward this end, hospital administrators should ensure that each 
employe has been told of the hospital’s purpose, the over-all apostolate of 
Catholic action, and the intention of the Church in caring for the sick. 
Other aids suggested for this spiritual development and group 
identification of employes in Catholic hospitals included: Participation 
in the prayers for the dying, retreats, attendance at chapel ceremonies and 
devotions, membership in the Apostleship of Prayer, and encouragement 
of devotions to the Sacred Heart. 

Hospitals must shift their present emphasis from the task or job to 
the people doing those jobs, Father Cervantes said in conclusion. Favorable 
employe attitudes are the result of the structure and dynamics of sound 
personnel policies in which everyone knows “the exact lines of authority 
and the profile of job expectations.” Among the steps suggested: A 
specific listing of each job to be done, an initial conference with each 
employe, a follow-up and review of job performance, a self-evaluation of 
job performance by each employe, further traning as needed, and inservice 
education programs for job advancement. 


The Second Day 


THE PHENOMENON of change, the psychological factors which 
resist its arrival, and the proposal of definite steps to overcome that re- 
sistance and so forward progress formed the thematic framework of the 
first day’s general session. That gathering concluded on the note of team- 
work and “person orientation.” At the second general session Tuesday 
morning, the many faces of change and their influence on hospital plan- 
ning became the focus of attention. Once again, however, the emphasis 
was “person-oriented,” and the creative codrdination of effort was stressed. 

Two central facts regarding change were expounded by James E. 
McCormack, M.D., dean of the Seton Hall College of Medicine and 
Dentistry, Jersey City, N.J. These were: 1. “The practice of medicine is, 
today, more and more hospital centered,” and 2. “Medicine is more and 
more a science.” 

It is only logical that doctors should wish their patients to use 
the hospital more, Dr. McCormack observed in commenting on the first 
of his “facts.” This does not mean that patients should be admitted 
to a hospital who do not need to be admitted, nor does this mean 
that unnecessary hospitalization should not be resisted. “I am merely 
pointing out the fact that more and more the practice is evolving in 
medical care whereby the office or work shop in which the physi- 
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cian sees his ambulatory patients is in the neighborhood of, 
or adjacent to, or even under the same roof as the hospital in which 
he takes care of his more seriously ill patients.” 

This centering of a physician’s practice in and about the 
hospital not only saves the physician time, but, more important, can 
mean better care for the patient, Dr. McCormack said. He indicated that 
this current trend suggests that future hospitals would do well to plan 
more ancillary services than are anticipated for the number of beds 
planned. 





The second fact—that medicine is becoming more a science 
should not be viewed and mourned as the passing of medicine as 
an art, Dr. McCormack continued. “We are well rid of the illusions 
of the great figure whose mere presence made the patient feel better. 
Don’t forget that a scientifically trained physician can have a good 
personality too. The person who says he ‘feels better already’ once 
he comes into the presence of his physician is basing his feelings 
on much more solid ground if his physician is thoroughly trained 
in the science of medicine.” 

Other changes foreseen for hospitals by Dr. McCormack included: 

1. Laboratories. “Not only are there an increasing number of 
laboratory procedures available, but these procedures are increasingly 
complex. As other related technologies advance, the facilities in 
laboratories will be improved and automation will be utilized in an 
increasing degree; and furthermore the development of micro-chemical 
techniques will permit the use of smaller quantities of blood.” 

2. Electronic diagnostic machines. “Actually, the idea is a useful 
one and it is coming. But it would be expensive in a doctor's office, 
so practice will indeed be more and more centered in the hospital in 
the future.” ' 

3. Electronic nurses. “I am not so optimistic that ‘electronic nurses’ 
are going to solve our personnel problems. It makes no sense to replace 
three nursing positions with two engineering positions. Engineers are 
still as scarce as nurses, perhaps more so.” 

4. Specialization. ‘\ do not care to enter this argument . . (but) 
there is one respect in which hospitals contribute to this trend. According 
to the latest available data, there are 5,686 residency programs in 1,307 
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hospitals offering 27,531 residencies. Except for an extremely small 
number, they are designed to train specialists.” 

5. Group Practice. “The individual physician cannot afford all the 
expensive laboratory facilities that will be appropriate to future practice. 
If he does not have ready access to such facilities in a hospital, group 
practice with facilities properly equipped and shared by an organized 
group is a logical development.” 

6. Internships. “The crucial fact needs to be stated over and over: 


That the internship and the residency must be recognized as primarily and 


vitally an educational experience. We must solve in some other way the 
need for the service function which is an incidental part of the internship 
and residency.” 

7. Expensive surgery. “The future glamour area in surgery will be 
organ transplantation. It should only be attempted in certain larger 
centers. It makes no sense to have small hospitals setting up to do these 
glamorous but very expensive and difficult procedures, even though there 
may be one eager beaver or a promoter on the professional staff of the 
small hospital.” 

New trends in medicine and medical practice, however, are not the 
only area of change affecting hospitals. Modern concepts in management, 
personnel administration, public health, community relations and social 
adjustment—all reflect the dynamic nature of today’s hospital. They also 
demand new attitudes toward hospital planning. It was toward this aspect 
of change that the second speaker of the morning—Sister Grace Marie, 
S.C., administrator of St. Mary-Corwin Hospital, Pueblo, Colo—addressed 
her remarks. 

“Planning is essential to institutional management,” Sister observed. 
“It involves study of present conditions, an evaluation of the status, and 
a projection following the evaluation. Although planning may be for 


different time periods, it is long-range planning which is of major concern. 


With a realistic plan, regularly reviewed and modified, an institution can 
mobilize its resources and move toward its objectives in a rational manner, 
confident of outcomes.” 

Teamwork and creativity were singled out by Sister Grace Marie as 
essential ingredients in any planning function. “Planning, whether it be 
for today or the future, cannot be done by one individual,” she stated. “It 
must be done by a mass of hospital personnel welded together for a 
common purpose, and working in an atmosphere of codrdinated effort.” 
At the same time, she continued, there must be room for creative thinking 
— "the willingness to blaze new trails in the wilderness.” Knowledge and 
logic are important, she pointed out, but “neither of these can create new 
ideas. This is the job of the imagination and only people have 
imaginations.” 

The virtues of justice and charity also must permeate hospital 
operations and planning. The Catholic hospital, she pointed out, must be 
“not the community established by routine and custom, but a community 
formed by real people who vibrate with the same love for their job, and 
for their companions of work, for the people they work for, the people 
they care for, and for all the people whom their common interests bring 
together. This is the real spirit of the hospital.” 

She called for a working philosophy of the Catholic hospital to serve 
as the background for all planning, for “change in itself is not progress 
unless it is based on principles and natural laws which themselves are 
unchangeable.” 

Future trends and areas of change cited by Sister Grace Marie as 
seriously affecting the planning outlook of hospitals included: Higher 
wages and better employe relations, the clarification of the education and 
role of tomorrow’s nurses, the mobilization of as much equipment as 
possible, insistence on top executive material in administration, the use 
of classified specialists, centralized and uniform bookkeeping procedures, 
intercom systems, psychiatric care and care of the aged, community 
planning, and the hospital application of advances in electronics. “Most 
of all,” she concluded, “we have to meet with understanding and sympathy 
the trend toward humanizing the work day and the job, the emphasis on 
the worker as a person as well as a worker, (and) the team concept.” 
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The Third Day 


THE GENERAL SESSIONS of the first two days had focused on the 
various areas of change affecting hospitals, resistance to these changes 
and the formulation of a philosophy geared to reshape attitudes construc- 
tively and plan effectively to meet these changes. The Wednesday 
morning session now turned to specifics—providing both a theoretical 
base and practical application of ways and means to achieve the ob- 
jectives and eliminate the hazards defined by the previous speakers. 

An organized improvement program was detailed by F. W. Simerson, 
staff assistant to the vice-president in charge of factories, Sears, Roebuck 
and Company, Chicago, Ill. The second speaker—James J. Cribbin, Ph.D., 
associate professor at New York University—suggested ways in which 
hospital supervisors might better perform their role as methods 
improvement experts. 

In his address, Mr. Simerson pointed out that an organized 

improvement program is “not a panacea for all your problems.” In proper 
hands, however, it is an invaluable tool which can “help solve many 
problems and (it) is within the reach of any organization that really has 
the will to find and apply improvements.” He described such a program 
as “a method of developing the creative genius of all individuals.” 

He advocated a three-phase pattern for the program: Management 
Indoctrination, Education, and Application or Follow-Up. In the first 
phase, a two-day appreciation program for the top administrative staff 
is held, since “just how well top management accepts the program will 
influence how the others accept it.” The purpose of the program is to 
encourage creative thinking for improvement among all hospital personnel 
and this objective must be communicated to them before beginning the 


‘ 











second phase. 

The second or educational phase consists of a series of 12 or 13 two- 
hour conferences with several groups of 16 participants each selected from 
middle management, key personnel and hourly-paid employes. The 
objective here, Mr. Simerson said, is “to create a desire to improve; to 
create an open-minded, friendly atmosphere; to learn the real value of 
teamwork; to develop better leadership abilities, and to learn how to 
successfully apply the improvement prescription to a given problem or 
situation.” The conferences should emphasize the human rather than the 
purely technical aspect of improvement and should include group 
participation rather than just a series of lectures. 

In the Follow-Up phase, teams of four or five members each are 
formed. These meet once a week under the leadership of a hospital 
coérdinator to draw up projects for improvement. Proposals are 
evaluated, contests are held among the teams, recognition plaques awarded, 
and the teams are then reshuffled and a new contest started. 

As a guide toward conducting such a program, Mr. Simerson proposed 
the following steps: 1. Select the task according to priority of need; 

2. consult all those concerned; 3. get all the facts and use all the tools of 
improvement (e.g., work flow diagram, flow process chart, motion 
economy checklist, etc.) ; 4. challenge every detail; 5. review alternative 
suggestions in the light of practical application under existing conditions; 
6. sell and institute the improvements, and 7. make sure everyone 
concerned understands the new procedure or improvement. 

Of course, the key figure in any methods improvement program is 
the supervisor. In the second address of the morning, Professor Cribbin 
outlined a few of the essentials for the manager or supervisor intent on 
methods improvement. These included: Imagination and creativity, a 
logical procedure, the prudent use of technical devices, and good human 
relations—courtesy, considerateness, constructive criticism, loyalty and 
fair treatment. 

Unfortunately, Dr. Cribbin noted, managers and supervisors do exist 
who “are interested in changing others, not themselves; in improving the 
work of their subordinates, not their own; in motivating inferiors, not 
themselves; in changing the operating habits of underlings, not their own.” 
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Such an approach, he added, is neither wise nor in line with the thinking 
of the Church. As a key to true methods improvement, he proposed the 
following tasks and self-examination for supervisors. 

First, the supervisor should determine exactly what his or her own 
objectives are and how they contribute to the goals of the hospital. “His 
objectives must be precise,” Dr. Cribbin said, and must be “definite goals 
which are to be attained by efficient means organized within the matrix of 
a comprehensible plan.” He should avoid hiding behind such “inspirational 
cliches as ‘treating the whole patient’ or ‘the highest quality of service at 
the lowest possible cost’.” 

Second, the supervisor must measure his objectives in terms of actual 
performance, and he must be “constantly watchful for better ways of doing 
his own job and of helping his subordinates do theirs.” 

Third, the supervisor must recognize that any organization is 
political—"a complex network of status and privileges, of expectations 
and roles, of codperation and cliques, of dedication and professional 
jealousy.” He must avoid blundering into “these sacrosanct areas,” 

Dr. Cribbin warned, if he is to “avoid an all-too-early demise.” 

In short, he should plan his methods improvements program wisely— 
moving gradually from those easy projects requiring no money, little 
trouble and no inter-departmental relations up the ladder to those 
improvements which usually involve higher management approval, a 
relatively large expenditure of money and inter-departmental 
coOperation. 

In all of this, Dr. Cribbin continued, the supervisor should translate 
the Cardinal Virtues of Prudence, Temperance, Justice and Fortitude 
into his actions. Thus: “The prudent supervisor encourages subordinate 

consultation and contribution, rewards genuine methods improve- 

ments on the part of his people and understands that no improvement 

is possible unless his personnel are enthusiastic for it.” With 

temperance, the supervisor will restrain himself from attempting too 

much too soon, starting a program at first only in a non-critical area 

where chances of success are greatest and only after building up 

a state of psychological readiness for it. As a just man, “he does not 

promise management more than he can produce” and he shares all 

credit with his people. And, in terms of fortitude, the supervisor “must 

accept the fact that he is a salmon swimming upstream” and he 

must have “the courage of his convictions.” 


Sectional Meetings 


THE THEME AND APPROACH of the first three general sessions 
were mirrored in the four section meetings scheduled for the convention. 
Here, the speakers addressed themselves to specific problem areas, where 
new developments and trends are making themselves felt. Again the 
orientation was personal, with a marked emphasis on the value of 
working together. The areas discussed were: Lay personnel in Catholic 
hospitals; state and regional conferences; long-range and community 
planning, and the use of religious personnel in hospitals. 

In the first of the sectional meetings Tuesday afternoon, a 
survey of attitudes among religious and lay administrators was prepared 
by Robert B. Sleight, Ph.D., president of Applied Psychology Corporation, 
Arlington, Va. The survey results were based on replies received from 
79 sister-administrators and 86 lay persons who were assistant 
administrators, associate administrators or administrative assistants. 

In general, the report indicated that both the sisters and lay persons 
were highly dedicated to their profession, that each group is ex- 
periencing “a substantial and even an overwhelming degree of acceptance” 
by the other, and that both are concerned over certain problems 
which make full coéperation difficult. 

Differences noted between the two groups included the following: 

1. Sisters moreso than lay persons tend to “judge the merit of a 
situation on the basis of qualitative matters rather than on general, 
universal, impersonal standards.” 






























2. Sisters have more of a “spirit of the family;” lay persons have 
less of a sense of belonging. 

3. Among sisters, the worth of a person is evaluated more on the 
the basis of who they are rather than on how well they perform; on 
the other hand, lay persons acquire status through competence of 
performance. 

4. Lay persons are active about improvements in administration, 
whereas sisters are comparatively passive in this regard. Sisters are active, 
however, with regard to discharging their traditional functions, and 
particularly those related to healing. 

5. Sisters are oriented more to the past than to the present; laymen, 
more to the present and future. 

6. Lay persons are comparatively practical, having lesser concern 
with spiritual matters than sisters and greater concern with improvement 
of the administrative functions of the hospital. The opposite tendency 
prevails among sisters. 

The report concluded by recommending the provision of adminis- 
trative machinery for mutual decision-making and the provision of 
opportunities for the continuation of training for both sisters and 
lay persons. 

Following Dr. Sleight’s report, Sister Mary Maurita, R.S.M., 
administrator of St. Mary’s Hospital, Grand Rapids, Mich., addressed 
herself to the question of lay administrators in Catholic hospitals. 

There is no simple yes or no in answer to this question, she indicated, 
rather “the real answer lies in finding the balance in selecting qualified 
personnel imbued with a philosophy to work with our sisters that will 
keep our Catholic hospitals truly Catholic.” 

While admitting that lay administrative personnel appear to be 
“one of the answers to the shortage of sisters in hospitals,” Sister Maurita 
firmly supported the principle that “religious superiors have a re- 
sponsibility to continue to select capable sisters . . . for the management 
of Catholic hospitals and that these sisters be encouraged to exercise 
leadership responsibilities in their executive roles.” 

The question posed by this crisis, then, is, “What management 
positions can best be fulfilled by lay persons?” Sister pointed out that 
some basic staffing patterns in regard to this question already have been 
established and proven to be advantageous. But, she cautioned, “no 
one can determine for us how these qualified lay persons should be 
used. We must study our own organizations and plan with our higher 
superiors in accordance with a community plan.” Once a decision 
has been reached, she continued, “then long-range planning should 
include replacements for these positions in such a way that lay persons 
will not be unexpectedly replaced by sisters or sisters replaced by lay 
personnel unless the change is planned for and understood by all.” 

Sister Maurita indicated two benefits to be derived in particular 
from the use of male lay administrators in Catholic hospitals: 1. They 
would provide a man’s viewpoint in decisions to be made, and 
2. they would be able to keep the sister-administrator informed of 
the “ways of the world,” serving as ambassadors where religious 
might “fear to tread.” She stressed repeatedly, however, the “careful 
selection of key personnel.” 

As steps toward ensuring the Catholicity of Catholic hospitals, 
Sister Maurita proposed the following considerations: 

1. “As we dilute the number of religious assigned to hospital work, 
we must select more carefully, train more ardently and place more 
prudently the sisters who fulfill this apostolic work.” 

2. “Each community should establish a ratio of religious personnel 
to employes to be maintained.” Expansion of facilities should be 
planned in accordance with this ratio. 

3. “Religious with potential executive capabilities should be given 
preparation beyond a bachelor’s degree . . . This must be a continuing 
program if we expect our hospitals to keep pace with quality patient 
care.” 

4. “The hospital should invest time and money in planned inservice 
development of all those in management responsibilities.” 
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The third speaker of the afternoon session—Edward W. Gilgan, 
administrative manager of the Sisters of the Third Order of St. Francis, 
Peoria, IIl.—went one step farther than Sister Maurita. Not only is 
there a “definite place” for the lay administrator in a Catholic hospital, 
Mr. Gilgan said, but “the centralization of the operation of 

hospital groups can be done and can be effective with lay people.” 

The increasing complexity of today’s hospital operations and its 
ever-growing role as a community entity, Mr. Gilgan pointed out, 
“requires not only a trained individual in the business field as well 
as in hospital administration, but it also requires an individual who is 
flexible enough to take an active part in community affairs.” 

The laymen is such an individual, Mr. Gilgan observed, noting 
that precisely because of his lay status he “is capable of meeting with, 
guiding, and directing activities of lay advisory boards, and representing 
the sisters in local community activities as well as in the hospital’s 
dealings with local, state, and federal agencies.” 

The emphasis of concern shifted from the internal problems of 
Catholic hospitals to their external relationships with the community a‘ 
large in sectional meetings scheduled Tuesday and Wednesday 
afternoons. At the Tuesday session, Catherine H. Steinkoetter, C.H.A. 
coordinator of conference activities, reported on the history and 
development of C.H.A. state and regional conferences. 

In recent years, these groups “have progressed especially in the 
educational sphere and particularly on the administrative front,’ Miss 
Steinkoetter said. At the present time, Catholic hospitals in 34 
states are organized on a conference level. In addition, in other areas, 
diocesan conferences have been organized and, in Texas and Illinois, 
exist alongside state conference organizations. In the west, 10 states have 
banded together to form the Western Conference of Catholic Hospitals, 
so that in some of these states, Catholic hospitals are actually members 
of two groups. Most of these conferences hold at least one meeting 
annually, usually in conjunction with state hospital association meet- 
ings, Miss Steinkoetter said. She added, however, that several 
conferences now are holding semi-annual and even quarterly programs. 

In emphasizing the important role played by the conferences, 

Miss Steinkoetter stressed the fact that professional achievements on 
the part of religious should command the attention of all the 

specialty groups. “The responsibility for sharing this knowledge with 
other hospital workers has been accepted by the sisters, who have 
assumed leadership in many of these groups.” This is particularly true at 
the regional conference level, she said, where the sisters “have 

assumed responsibility to help other religious engaged in the same 

work.” 

At the Wednesday meeting, convention delegates turned their 
attention to long-range and community planning. The speakers were 
Louis Block, president of Louis Block and Associates, Inc., Hospital 
Consultants, Washington, D.C., and Sister Rita Clare, C.S.J., administrator, 
St. Mary’s Hospital, Minneapolis, Minn. 

Obsolescence, shortages of facilities, rising operational costs, limited 
financing—these are but a few of the problems which have made 
community planning a matter of urgency and pressing concern for 
hospitals, Dr. Block observed. But, he added, “to be effective in meeting 
changing health needs, such planning must be accomplished on an 
area-wide basis by responsible community leadership in combination 
with representatives of hospital, medical and other professional groups.” 

The value of a broad community study, he continued, is “its 
provision of basic guidelines within which decisions relative to each 
hospital and its program must be made.” This does not mean, however, 
that the community study will provide the information needed by 
the individual hospital to determine its own respective future role 
in the community program. That would be a violation of every principle 
of leadership. “What the community study can and should point up,” 

Dr. Block stressed, “are the over-all areas of deficiency and who is now 
doing what.” 
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Dr. Block underscored the basic responsibility of individual 
hospitals on all levels—administrative, medical and governing—to 
participate in and provide leadership for community planning projects. 
“For,” he concluded, “the hospital service of a community is no better 
than the sum of its individual hospital accomplishments.” 

The story of how one hospital—St. Mary's Hospital, Minneapolis— 
participated in a community hospital planning program was detailed 
by Sister Rita Clare in her address. The involvement, she pointed out, 
“paid real dividends.” 

The decision behind the hospital’s participation in the community 
project, she said, rested on changing medical, social, and economic 
patterns. “The hospital had become a community health center. It 
was no longer an isolated and independent unit but, rather, a part of a 
local community as is any other public facility or health agency.” 

In carrying through the program, she observed, “proper attitudes had 

to be formulated that went into the heart of the planning, and progressive 
actions were necessary to carry out the proposed program leading us 

to the successful achievement of our goal.” 

In a community project, she continued, “Catholic hospitals must 
codperate with the planning committee as well as with other 
hospitals in the area. Long-range planning must be done if we are 
to benefit. Needs must be studied in terms of adequate facilities, as 
well as trends in medicine and government.” 

One of the highpoints of the convention was the final sectional 
meeting on Thursday morning which explored the use of religious per- 
sonnel in Catholic hospitals. Following a provocative and stimulating 
address by the Rev. Trafford P. Maher, S.J., director of the Depart- 
ment of Education and the Human Relations Center, St. Louis 
University, Rev. Mother M. Pieta, O.S.F., Mother General of the Sisters 
of St. Francis, led a panel of higher superiors in a discusison of this 
problem in terms of assignment, training, placement, and evaluation of 
sisters in hospitals. 

A “bright view” of the current status of religious personnel was 
proffered by Sister Catherine Sullivan, D.C., Visitatrix for the Daughters 
of Charity of St. Vincent DePaul, in a paper prepared for the meeting. In 
the past, she observed, the selection, preparation, and placement 
of a sister “were dictated more by the immediate needs of the Com- 
munity, even the particular needs of a house, than by the considered 
potentialities of the sister and the good of the Community from a long- 
range view.” But, today, such is no longer the case, Sister Catherine 
said. 

This change in attitude among religious communities, she con- 
tinued, has taken place so swiftly that even “many persons closely 
associated with sisters are not yet aware that it has taken place.” 
Responsible for the change, she said, was the insistence of the Church on 
adequate preparation of its women religious. She credited two organiza- 
tions in this country—the Conference of Major Superiors of Women’s 
Institutes and the Sister-Formation Conferences—as having 
successfully forwarded these wishes of the Church. 

She lauded the beneficial effects of the Juniorate Program now in 
existence, which provides a period of from two to four years edu- 
cation and formation following the novitiate. “The margin of error 
in selection is markedly narrowed by the prolonged time factor,” she ob- 
served. “As the Juniorate period is one designed to deepen (the 
candidate's) spiritual life, develop her intellectual interests, and prepare 
her professionally for some work of the community, a mistaken first 
judgment on the part of a superior can be corrected with no ‘loss 
of face’ for either subject or superior.” 

The unity of administrative authority and the necessary integration 
of its canonical, delegated and professional aspects in the supervision 
of religious personnel was set forth by the second speaker on the 
panel—Rev. Mother Kathryn Marie, C.S.C., Superior General of the 
Sisters of the Holy Cross. 

As practical procedures for achieving this effective administrative 
supervision, she discussed the following steps among others: 
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1. Provision for participation of junior professed in management 
institutes before service in the hospitals. 

2. The adjustment of the schedule of spiritual exercises in common 
to occur before and after the hospital day of service. 

3. Provision for rotating religious personnel among administrative 
office work and patient visits. 

4. Well-motivated and prudently-timed meetings of professional 
groups as well as sessions for religious personnel to clarify and 
adjust issues and procedures. 

5. The formation during the Juniorate and first years of hospital 
service of a genuine conviction of the virtue of integration of religious 
and lay personnel in the line of authority and in staff service. 

The evaluation of the performance of religious personnel was the 
final topic to be discussed by the morning panel. The speaker was 
Rev. Mother M. Regina, R.S.M., Mother General of the Sisters of 
Mercy Generalate. 

In the past, Mother Regina noted, tools of evaluation have not 
been used for religious personnel to any great extent, so that many now 
ask whether or not there should be two sets of standards and just who 
should do the evaluating. “As to the first question,” she continued, 

“I hope we all agree that there should definitely not be two sets 

of standards for the same tasks carrying equal responsibility. Standards 
must not be lowered nor must requirements be watered down when 

a religious is being evaluated.” 

The second question poses the propriety of a lay person evaluating 
a sister, or a young religious evaluating the performance of an older 
sister. “Admittedly, extremes of any kind are always bad,” 

Mother Regina commented, “but we shouldn’t let age in terms of youth 
or seniority limit us in our ability to see an individual’s potential. I 
think it is evident that the evaluation of a sister's performance 

should be made by the person immediately responsible for the super- 
vision of her work.” 

The evaluator, Mother Regina continued, “should be a well- 
adjusted person who is fully aware of her own capabilities, limitations, 
and tendencies; one who likes people and is trained so that she under- 
stands the operation of, and compensates for, any factors that might 
influence her thinking and affect the accuracy of her rating.” In addition 
she must evaluate in reference to some established standard of per- 
formance requirements, and “these requirements must be fair, 
practical, and attainable.” Moreover, she should ensure that the one 
being evaluated clearly understands these requirements and what is ex- 
pected of her. She should know what kind of recommendations to 
make, and, having arrived at a decision, discuss the results of her evalua- 
tion with the individual concerned. Her formal recommendations 
should be given to the hospital administrator who, in turn, 
should pass them on to the higher religious superior. 

By the same token, Mother Regina pointed out, if religious are 
to be evaluated, then they also must be given the opportunity to 
develop their potential. “Hospital sisters need sufficient knowledge 
and skills essential to their work. They need to invade new fields of 
knowledge so that they do not become second and third echelon 
employes in their own institutions. Every job in the hospital demands 
the right person, properly trained; each one holding a job must 
have the know-how; each must have a sense of security; each must 
feel job satisfaction.” 


Special Events 


A CONVENTION, such as the one in Detroit, necessarily imposes 
considerable strain, both physically and intellectually. The stimulating 
exchange of ideas, the scope and depth of concern, the concentrated 
pace and scheduling of discussions, the introduction of new 
concepts forcing a continual re-examination and appraisal of one’s 
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weariness of body, mind and spirit. Amidst the pertinent work of any 
convention, then, it is necessary to set aside a time for relaxation, 

a place for recognition and honors. The importance of such moments 
is expressed in the very term defining them; they are indeed the 
“special events” of a convention. 


On Monday evening, in the the Michigan Room of the Statler-Hilton 


Hotel, a reception for lay personnel attending the convention was 
held. A departure from the traditional luncheon meeting of former 
years, the reception afforded laymen from hospitals throughout the 
country an opportunity to mingle informally among themselves and 
with members of the C.H.A. home office, to renew old acquaint- 
anceships, to meet new friends. 

On Tuesday, two other groups in hospital work were feted. 
Following Mass at St. Aloysius Church, alumni of the St. Louis 
University course in Hospital Administration gathered for an early-bird 


breakfast next door at the Sheraton-Cadillac Hotel. And, that evening, 


the traditional dinner for the Bishops’ Representatives was held in 
the Statler-Hilton. 

The following day saw a number of special events, beginning 
with the presentation of convention exhibit awards by the Hospital 
Industries Association. In the multi-space division, the first 


place award went to Excel Metal Cabinet Co., Inc., of Jamestown, N.Y., 


with first and second honorable mentions respectively for Simmons 
Company—Hausted Division, Medina, Ohio, and Carrier Corporation, 
Syracuse, N.Y. In the single-space category, Sterilon Corporation 
of Buffalo, N.Y., walked off with the first place plaque, while J. A. 
Deknatel & Son, Inc., Long Island, N.Y., and American Appraisal 
Co., Milwaukee, Wis., received first and second honorable mentions in 
that order. 

That evening, the hospital chaplains met in the English Room 
of the Sheraton-Cadillac Hotel for their traditional fete, while some 


seven blocks away in the ballroom of Cobo Hall, the annual Dinner for 


Religious got underway against a glass-walled twilight backdrop of the 
Detroit River. The favorite social event of any C.H.A. convention, 


this year’s dinner attracted a record number—1,162. Guest speaker was 


Rev. Frederick A. McGuire, C.M., executive secretary of the 
Mission Secretariat, Washington, D.C. Highlight of the evening was 
a formal ceremony saluting the gallantry of those nuns who had 
served as nurses during the Civil War. Bishop Joseph B. Brunini of 


the Natchez-Jackson ( Miss.) Diocese, episcopal chairman of the C.H.A., 


awarded testimonial plaques from the association to the mothers 
general and mothers provincial of 15 religious congregations whose 
member sisters had been “Nuns of the Battlefield.” Those com- 

munities honored were: Sisters of Charity, Nazareth, Ky.; Sisters of 
Charity, New York City; Sisters of Charity, Cincinnati, Ohio; Daughters 
of Charity of St. Vincent de Paul, Emmitsburg, Md.; Sisters of St. 
Dominic, Springfield, Ky.; Sisters of the Poor of St. Francis, Cincinnati, 
Ohio; Sisters of the Holy Cross, Notre Dame, Ind.; Sisters of St. 

Joseph, Philadelphia, Pa.; Sisters of St. Joseph, Wheeling, W.Va.; 
Sisters of Mercy, Pittsburgh, Pa.; Sisters of Mercy of the Union, Bethesda, 
Md.; Sisters of Our Lady of Mercy, Charleston, S.C.; Sisters of Our Lady 
of Mt. Carmel, New Orleans, La.; Sisters of Providence, St. Mary of 

the Woods, Ind., and Sisters of St. Ursula, Central Province. 


The Fourth and Initial Day 


THE FOURTH DAY of the convention dawned bright and 
clear, as a cooling breeze off the Great Lakes brought a pleasant respite 
to the warmer temperatures of the previous days. A round of 
departmental and sectional meetings filled the morning hours. 

That afternoon, a capacity crowd once again thronged the ballroom 
of Cobo Hall for the closing general session of the convention. The 
newly-elected officers were installed: Very Rev. Msgr. Clement G. 


HOSPITAL PROGRESS 


personal values and standards—all exact a toll, a genuine but satisfactory 



























= A, ar 








Schindler, Belleville, Ill., president; Rev. James H. Fitzpatrick, Jamaica, 
N.Y., president-elect; Rev. John A. Trese, Detroit, Mich., first 
vice-president, and Rev. Paul R. Moore, Chalmette, La., second vice- 
president. Chosen as new members of the executive board were: Sister 
Margaret Vincent, S.C.N., administrator of St. Vincent’s Hospital, 
Little Rock Ark., secretary; Sister Mary, C.S.J., administrator of St. 
Joseph Hospital, Barrhead, Alberta, Canada, representative for the West- 
ern Section of Canada. A spiritual bouquet from member hospitals of 
the Association was presented Father Flanagan, C.H.A. executive 
director, in recognition of the silver anniversary of his ordination to 
the priesthood. 

As the principal speaker of the afternoon, General Alfred M. 
Gruenther, president of the American National Red Cross, addressed his 
remarks to the global responsibilities of Americans, particularly those 
in the medical and hospital fields. He spelled out in no uncertain 
terms the nature of the free world’s struggle with communism, re- 
affirming the importance of this nation’s spiritual as well as its military 
and economic strength. 

General Gruenther called upon those present to learn more about 
the peoples of other free nations, in order that all efforts toward 
peace might be better codrdinated. “We must show them that our con- 
cept of the dignity of the individual is the same as theirs even if 
we don’t eat the same food and have the same cutsoms,” he said. He 
urged those in the health professions to send aid and personnel to 
those nations in need of medical help, not only as a humanitarian ges- 
ture but as an important step in the continuing struggle with Russia 
for the freedom of the world. 

And so the session closed. The 46th annual convention of the 
Catholic Hospital Association was history. 

But no such gathering is ever finished, ever closed. A convention is 
a beginning, not an end. It is, as one speaker had noted, a “profes- 
sional retreat”’—a moment set apart in a specific time and place for a 
personal re-evaluation of goals and objectives. One leaves that time 
and place behind, but the encounter still persists. There had been 
an engagement with new ideas, new concepts, and techniques— 
an exchange of theory, data, and experience. There had been a gather- 
ing of knowledge, but not a culmination. Attitudes, action and achieve- 
ment had been scrutinized and probed in a setting at once practical 
and visionary. The task of implementing these insights now 
presents itself. In his address as incoming president, Msgr. Schindler 
frankly admitted that “no ordinary person would willingly assume 
such a herculean task. Only a courageous, heroic soul would accept 
the challenge.” But, he concluded, “if everyone in the health field will 
accept the challenge and, in a spirit of service to Christ in the patient, 
accept his individual responsibility with the same generosity that our 
forebears did—then there is no problem hospitals can’t solve.” 

Any convention will produce a share of hope. For us, it came 
with the announcement that two sisters from St. Anthony’s Hospital in 
St. Louis, who had attended the convention, were planning a miniature 
one of their own. For four days, they had quietly attended the 
general, sectional and departmental meetings, taking extensive notes, 
comparing and coérdinating them into formal typewritten reports. 

They had stormed the press room for copies of the convention talks, 

and they had marched the aisles of the exhibit hall, stuffing any 

and all brochures and information releases into already bulging market 
bags. 

The week following the convention, the two sisters called a special 
supervisors’ meeting at the hospital. In the back of the meeting 
room, they erected booths, with copies of the pamphlets and speeches 
they had collected, arranged according to departments. Then they 
read their reports and discussed the convention in general, sharing the 
experiences of those four days in Detroit with others of their staff. 

We would like to think that similar gatherings have been 
occurring in other Catholic hospitals throughout the country. We would 
like to think that the work of the convention is beginning. 
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Two SISTERS COMPARE NOTES 


A beginning, not an end. 
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The text of a sermon by Rev. James H. 
Fitzpatrick, C.H.A. president-elect, at the 
Pontifical Mass which opened the 46th 
Annual Convention, St. Aloysius Church, 
Detroit, Mich., June 12, 1961 
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EVERAL YEARS AGO a book caused some concern 
S among preachers. The title of this book was The 
Pews Talk Back. In it a layman took the opportunity to 
perform a biopsy on preachers—he examined them grossly 
and microscopically; he explored pertinent case histories. 
He did a thorough and scientific job and then submitted 
in this book his report on attitudes, actions, and achieve- 
ments among preachers in general. Although it was all 
done with wit and in good nature, the rapier point of 
truth was not dulled. Attitudes he rated from drudgery to 
dedication; actions, from shy to dramatic; achievements, 
from indifference to inspiration. Then he noted that the 
shy preacher who spoke out of drudgery achieved in- 
difference. 

What can we learn from this literary biopsy on 
preachers? How can we compare the author's findings 
to our lives? Where is there similarity between the 
preacher's pulpit and the Catholic hospital? When are 
we asked to inspire others? 

There is a similarity in that we, as Catholics, whether 
preacher or administrator, nurse or accountant, technician 
or dietitian, must be apostolic, must seek the means, must 
work for the extension of the Mystical Body of Christ 
in this world. So it is fitting and proper to proceed with 
an examination of our attitudes, our actions, our achieve- 
ments. 

An attitude can be defined as a point of view. But 
if we left it at that, it would refer merely to spectators 
of the passing scene. In such a definition is the pessimist 
made; there is no room for the Christian. But once the 
Christian element is added, attitude almost automatically 
becomes motivation: It is no longer passive, but active; 
no longer outside looking in, but forming from within; 
not disdaining but elevating. 

Thus it is that Holy Mother, the Church, has en- 
dured through changing times, through challenging con- 
ditions, remaining unchanged but adapting to new needs, 
using new means. Tradition has always been the build- 
ing cornerstone, not the stumbling block to meet the re- 
quirements of each succeeding generation. The progress 
afforded by medical research has transformed hospitals 
from houses of death into homes of hope. But medical 
research would remain a barren fig tree unless the fruits 
were brought to the bedside of the suffering. 

To say the purpose of a Catholic hospital is only 
to care for the needy is to live in the past. The poor we 
shall always have with us. However, the burden of car- 
ing for them has passed into many hands—government, 
private and personal philanthropy, commercial and volun- 
tary insurance. Stronger hands than ours now help re- 
lieve the burden of sickness and suffering. We have no 
right to reject such help for we exist only for the suf- 
fering patient; the patient does not exist for us. Ours is 
not a contemplative life, not an ivory tower, but an active, 
an apostolic mission: To be in the world, to be leaven, 
to raise the patient up to God. For years, tender loving 
care has meant seeing in the patient Christ torn, suffer- 
ing, dying. Now the patient should see in us Christ con- 
soling, Christ comforting, Christ coming. The sweetness 
and warmth of charity remain, but we must roll up our 
sleeves and become apostles to our charges, to our fellow 
workers, to the whole family of hospitals both Catholic 
and non-Catholic. 

A year ago a modern apostle addressed this group. 
His habit was a business suit with a collar and tie; his 


HOSPITAL PROGRESS 





ono | -— se -— A 








mission cross was a stethoscope. He has since gone to his 
eternal reward, but his work goes on. Have we seen in 
the laity among our fellow workers an opportunity to de- 
velop other such lay apostles, other Doctor Tom Doo- 
leys? Such is our responsibility to accept, inspire, train 
laymen and women who will find a fulfillment in their 
lives working in and for our hospitals. In return we will 
find inspiration, a freshness of approach, and something 
we cannot simulate—a lay person’s point of view, for 
after all most of our patients and employes are of the 
laity. An apostolate for the laity exists in every one of 
our institutions. 

Faith without good works is to no avail. The high- 
est Christian attitude not translated into action remains 
a sterile thing. 

“Here, He began, is the sower gone out to sow. 

And, as he sowed, there were grains that fell 

beside the path, so that all the birds came and 

ate them up.” 

And there was not even the beginnings of a Christian 
motivation. 

“And others fell on rocky land, where the soil was 

shallow; they sprang up all at once, because 

they had not sunk deep in the ground; but as 
soon as the sun rose they were parched; they 

had taken no root, and so they withered away.” 
Here a Christian attitude germinated, but never bore the 
fruit of its promise. That promised fruit vanished in the 
strong glare of the sun. How often have our motivations 
withered in the glare of criticism, real or. threatened, or 
in the shallowness of expediency? We cannot hold back, 
we must act because we have a purpose here as well as in 
eternity. Others share our purpose here, we are obliged 
to codperate with these institutions and agencies, that 
they may recognize the dignity of Christian service. Only 
the Christian can give and come away richer. Failure to 
act or to codperate through fear is only a denial of our 
motivation. Failure to act out of smugness or the evident 
righteousness of our purpose is only to forfeit our re- 
sponsibilities as apostles. 

“But other seed fell where the soil was good, and 

these yielded a harvest, some a hundredfold, 

some sixtyfold, some thirtyfold.” 

In offering this parable Christ knew His audience. 
They were not to be fooled or misled that the crop just 
came; their calloused hands and aching backs told them 
well what went into such a prodigious harvest. Later 
generations accustomed to quick frozen meals and concen- 
trated beverages, seem sometimes to look for instant grace 
—if not sanctifying, at least actual. But, just as there is 
no substitute for work or grace, so there are no short- 
cuts or substitutes for preparation and orientation to par- 
ticular assignments. Remote academic training is not 
enough in these changing times. Superiors must use every 
modern means, psychological and technical, to prepare 
religious for the actual graces God will send. Thus is 
action—good works—added to faith. 

However, we are not awaiting or working toward 
our first harvest. We have: treasures stored up “where 
neither rust, nor moth consume” and no thief can break 
in and steal. The record speaks for itself: In accredita- 
tion of our institutions, in education, in research, we have 
participated and contributed far beyond our proportionate 
share. Nonetheless in a dynamic society of which we are, 
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and must be a part, there is no room for complacency or 
standing on past glories. There are ever new horizons, 
new goals to be defined for each religious community, for 
each hospital, for each person, in the apostolate that is 
ours. 

The ideal is shared by all, but it is up to each to 
translate the ideal into realistic targets and to select the 
appropriate means. To set that ideal down on paper, to 
theorize, to philosophize will achieve nothing. The fruit 
of institutes, workshops, panel discussions can be lost 
unless used to review and evaluate the concrete circum- 
stances in which we work, unless we apply the experiences 
of others to problems that face us. Spiritual reading and 
daily examen are food for growth in grace: Professional 
reading and objective criticism of ourselves are the build- 
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To say the purpose of a Catholic hospital is 
only to care for the needy is to live im the past 
. . . Stronger hands than ours now help relieve 
the burden of sickness and suffering. We have 
no right to reject such help for we exist only 
for the suffering patient; the patient does not 
exist for us. Ours is not a contemplative life, 
not an ivory tower, but an active, apostolic 
mission: To be in the world, to be leaven, to 
raise the patient up to God. For years, tender 
loving care has meant seeing in the patient 
Christ torn, suffering, dying. Now the patient 
should see in us Christ consoling, Christ com- 
forting, Christ coming. The sweetness and 
warmth of charity remain, but we must roll up 
our sleeves and become apostles to our charges, 
to our fellow workers, to the whole family of 
hespitals both Catholic and non-Catholic. 


ing blocks of growth and achievement in our apostolate. 
We shall find little solace if petty concerns take up our 
energies; real and essential achievements can elude us. 

Earlier we made passing reference to the grand march 
of medical research. We are partners in this dedication. 
Our achievements must match this advance, not for our 
glory, not for our satisfaction, but for the welfare of our 
patients. Our vocation, which is simply the means given 
us to render glory to God, is fulfilled in each suffering and 
sick person God lets us care for. Each patient therefore 
is, in a very real way, an opportunity for us to return to 
God the privilege of our vocation. 

We are different because we are Catholic. Our con- 
vention begins with the offering of the Holy Sacrifice 
of the Mass, for which we humbly thank Archbishop 
Dearden. No matter how technical our discussions be- 
come, there is always the bedrock of spirituality; it shali, 
please God, permeate everything. May we then offer this 
convention to God as a type of professional retreat in 
which we examine ourselves to know our weakness, in- 
form ourselves to correct our deficiencies, strengthen our- 
selves to meet the future challenges. How better to begin 
than with the prayer of St. Thomas Aquinas, which is our 
convention prayer: Grant, O merciful God, that I may 
ardently desire, prudently examine, truthfully acknowledge 
and perfectly accomplish what is pleasing to Thee for the 
Praise and Glory of Thy Name. Amen. * 
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Msgr. Schindler's 


President’s 


Acceptance Address 


AM DEEPLY grateful to you sisters 
] and brothers who have selected me 
to be your representative and spokes- 
man. At first I humbly asked myself 
why I should be chosen; but then I 
remembered that all hospitals today 
are confronted with a tremendous pub- 
lic relations problem and that this was 
a master stroke of diplomacy to enlist 
the aid of the Catholic press in pre- 
senting our story to the public. My 
bishop, Most Rev. Albert R. Zuro- 
weste is, as you know, the honorary 
president and episcopal moderator of 
the Catholic Press Association. 

This year, 1961, we observe the cen- 
tennial of the Civil War. In the beau- 
tiful and impressive ceremonies last 
night, we honored the 15 sisterhoods 
who by their heroism created such a 
favorable image of the Church at a 
time when Catholics in America were 
considered a minority group of for- 
eigners. The unselfish sacrifices of these 
pioneers sowed the seeds that have 
flowered into the position of prestige 
and influence that the Church enjoys 
in this country today. They cured and 
healed broken bodies with limited 
training and minimal facilities. More 
important, they healed sick souls 
through their compassion, love, and 
devotion. The memory of their deeds 
must inspire us to carry on Christ's 
mission of mercy to those in physical 
and spiritual need in a volatile age of 
astronauts and supersonic speeds. In 
such an era we must be ever ready 
more rapidly to adjust to changes and 
broaden our health care perspective to 
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include the total needs of the com- 
munity. 

To meet our total obligations to the 
community we must offer a wide range 
of services and must codrdinate our 
facilities with other essential com- 
munity services. For example, we must 
establish close and effective liaison 
with nursing homes and homes for the 
aged. Effective community planning 
may indicate the economy of sharing 
the laboratory, x-ray, physio-therapy 
and other services with these allied 
health agencies. We must be prepared 
to treat the whole patient and that 
means treating emotional and psychi- 
atric problems that he may have. We 
must provide the total health care 
which would include services after dis- 
charge from the hospital—through 
home nursing programs. 

The administrator of a modern hos- 
pital must have an understanding of 
medicine, must have mastered finance 
and human relations and be able to 
operate efficiently within a limited 
budget. He must be able to keep the 
hospital staffed and equipped for to- 
morrow’s emergency when his equip- 
ment has become obsolete before he 
has succeeded in training the technic- 
ians to operate it. He must be able to 
coérdinate the work of dozens of sep- 
arate skills and motivate them to give 
the best possible care to the patient. 
A realization that the end product of 
all this complex activity is human life 
and well-being only adds to the bur- 
den. No ordinary person would will- 
ingly assume such a herculean task. 


Only a courageous, heroic soul would 
accept the challenge. 

You administrators are encouraged 
to accept it, because you know that 
you do not shoulder this awful respon- 
sibility alone. In Father Flanagan, our 
Executive Director, the Councils and 
Committees of the Catholic Hospital 
Association and the Headquarters Staff 
we have a hard core of alert, zealous, 
capable and well-informed people who 
are anxious to help you. Through in- 
stitutes, workshops, seminars, and pub- 
lications they bring you up-to-date on 
all the latest techniques and develop- 
ments. They have the vision to an- 
ticipate future problems and prepare 
you to to meet them. Our Executive 
Director reported that the Headquar- 
ters building is worth $500,000. Per- 
sonally, I think its worth is infinite— 
that it cannot be evaluated in terms of 
dollars and cents. 

To keep pace with needs, we con- 
stantly expand the staff and services. 
In this connection, we are happy to an- 
nounce that Miss Mary Hogan will 
assist, On a part-time and consultant 
basis, Miss Bredenberg in the Depart- 
ment of Nursing Service. After Oct. 
1, she should also be available in a 
private capacity as a consultant to in- 
dividual hospitals in nursing service. 
She was a lieutenant colonel in the 


-Army Nurse Corps. 


Your Association has given consid- 
erable study to the problem of medical 
education in the broad sense to include 
the paramedical field. Too few of our 
hospitals offer courses in the field of 
Occupational and Physical Therapy. 
We must prepare for an ever greater 
demand for these services, particularly 
for the chronically-ill and senior citi- 
zens. A considerable number of our 
schools in Medical Technology and 
X-Ray Technology must be encouraged 
to make every effort to secure approval 
and proper recognition for their pro- 
grams. Your Association will sponsor 
in the fall, several meetings on medical 
education, with particular emphasis on 
the problem of interns. We will con- 
tinue to work toward a better spirit of 
codperation and understanding be- 
tween the hospital staff and the medi- . 
cal staff. From a joint effort we be- 
lieve that effective utilization commit- 
tees must be set up. 

To help fulfill your social responsi- 
bilities additional attention will be 
given to regional planning. A program 
of greater assistance to nursing homes 
will be promoted. In the fall an insti- 
tute for nursing’ homes will be spon- 
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sored by your Association in codpera- 
tion with the National Conference of 
Catholic Charities. It is hoped that 
several of these meetings will be held 
during the next two years. 

Higher superiors are well aware of 
the fact that the ultimate responsibility 
for the efficient operation of hospitals 
rests with them. They are anxious to 
be alerted to all new developments and 
trends so that the sisters can be pre- 
pared and trained accordingly. We 
were much encouraged by the enthu- 
siastic acceptance of our previous re- 
gional conferences for them. Your at- 
tendance in increasing numbers at 
these conventions is further proof of 
your sincere determination to be in- 
formed. You will be happy to know 
that we have scheduled three additional 
conferences for you during the year. 

No one understands better than we 
do the sweeping changes that will con- 
tinue to occur in the health field. Con- 
sequently, we will review our program 
of service, evaluate it and where neces- 
sary modify it in keeping with the cur- 
rent needs of institutions. Research 
activities will likewise be directed 
along these lines. 

The convention itself always brings 
together the best minds in the field and 
supplies multiple stimuli for action. In 
many respects it is similar to an an- 
nual retreat. It should be an occasion 
for extensive soul searching, with a 
humble admission of mistakes of the 
past. We can never permit ourselves 
to be crushed by these failures, but 
must resolve to remove the obstacles 
and coéperate more fully with all nat- 
ural and supernatural helps to avoid 
their recurrence. In the seminary, a 
professor insisted that he had one seri- 
ous objection to retreats: It always 
took a week or 10 days to get back into 
the old rut again after them. Unfor- 
tunately, there is a lot of truth to the 
statement. And, I’m afraid the same 
might be said of many of our past con- 
ventions. I sense that members of the 
staff frequently feel frustrated when 
they have a program which has been 
tried and guaranteed to improve pa- 
tient care and save lives—and find that 
because of apathy, some members will 
not even give it a try. (Isn’t that the 
very problem we now face with the 
“salk vaccine?” Millions of children 
who might be crippled for life simply 
because no one took the trouble to 
have them immunized.) Perhaps that 
is what prompted the theme of this 
convention: “Attitudes, Action and 
Achievement.” Our fallen human na- 
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ture has left us with a weak will which 
requires frequent stimulation. 

Here is where the publications of 
the Association, particularly HOSPITAL 
PROGRESS, serve a vital need to keep 
the convention alive. I'd like to call 
your attention to the little brochure 
advertising HOSPITAL PROGRESS dur- 
ing the convention. (I think it is just 
another proof of the excellent quality 
of material emanating from the central 
office.) We ask you to act upon our 
slogan: “HOSPITAL PROGRESS in Every 
Department”—make it available to 
every individual who works in the de- 
partment. 

During the convention we have had 
ample motivation to overcome apathy 
and inertia. Let us remember that this 
applies to every member of the hos- 
pital team. Last fall, the bishops of 
our country suggested that “before it 
is too late, we must revive in our midst 
and present to the world the ideals that 
have been the real source of our na- 
tional greatness.” The centennial of 
our sisters serving in the Civil War 
assuredly presents the occasion for this 
revival. In their statement, the bishops 
stressed the importance of personal re- 
sponsibility. They said “personal re- 


sponsibility can revivify our society 
and help to stem the seemingly in- 
exorable march toward the automation 
of human beings with the steady loss 
of freedom which is man’s distinctive 
attribute. It will cure the mental leth- 
argy and inertia which permit organi- 
zations to usurp, mainly by default, the 
rights of their members.” Could you 
ask for a more forceful incentive? 
Industry and government have prof- 
ited by giving awards to those who 
submit useful ideas for improving the 
efficiency and economy of operation. 
If administrators are sincerely inter- 
ested in giving the public the best, 
they must gratefully receive (eg. 
through the use of a suggestion box), 
adopt and properly acknowledge sug- 
gestions of proven worth, regardless 
of where they originate. This will 
benefit the patient and impress the 
employe with the idea that he is a 
valuable member of the health team. 
If everyone in the health field will 
accept the challenge and, in a spirit of 
service to Christ in the patient, accept 
his individual responsibility with the 
same generosity that our forebears did 
—then there is no problem hospitals 
cannot solve. * 
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RESOLUTIONS 


HE OFFICERS AND MEMBERS of the Catholic Hospital Association, on the occasion of the 46th An- 

nual Convention, express their gratitude and thanks: 

To His Excellency the Most Rev. John Dearden, D.D., Archbishop of Detroit, for being host to 
the convention and offering the opening Pontifical Mass. 

To His Excellency the Most Reverend Joseph B. Brunini, J.C.D., the auxiliary bishop of Natchez, 
Jackson and episcopal chairman of the Administrative Board of C.H.A., for his abiding interest in the 
Association activities and his encouragement and inspiration to the individual hospitals. 

To the Rev. John J. Flanagan, S.J., on the occasion of his Silver Sacerdotal Jubilee, we offer our 
congratulations and pledge our continued prayers in appreciation for his many years of devoted serv- 
ice to all member hospitals and ask that the Divine Physician will bless us with many more years of 
his enlightened leadership. 

To the Rev. John A. Trese, the Archbishop's representative of hospitals, Detroit, Mich., for his 
generous help with local arrangements. 

To the Sister Formation Movement for its contribution in preparing Sisters for leadership in the 
Apostolate of the sick. 

To Al Janka for his service to the Association in arranging the convention exhibits since 1922 
and serving as advertising manager of HOSPITAL PROGRESS since 1943. 

To Catherine Steinkoetter, administrative assistant of C.H.A., for 25 years of cheerful and efficient 
service. , 

To the entire C.H.A. staff, at the home office and in the field, for the many hours of behind-the- 
scene activity in preparation for the convention, for their unstinting service during the convention 
and their assistance throughout the year. 

To the exhibitors for their courtesy to the conventioners and for the opportunity of informative 
and selective purchasing of the most modern equipment in the health field. 

To the relatives of the late Rt. Rev. Msgr. Maurice A. Griffin, P.A., our sympathy and prayers at 
the loss of one who served as president of C.H.A., as trustee and treasurer of A.H.A., and spent his 
life in the interests of health care. 


Civil War, consolation to their families at home and honor to God and the Church, during 
his Centennial year: 

BE IT RESOLVED that we congratulate and honor the religious communities whose members ren- 
dered these services, and be it further resolved that all members of the Association accept the challenge 
of this glorious past to re-dedicate themselves to give equivalent Christ-like service in the current 
milieu. 


HEREAS the religious sisters brought comfort to the wounded on the battlefields during the 
t Y 


HEREAS approximately 9 per cent of our population today is 65 years of age and over and this 
number will continue to increase, 

And whereas many in this group do not have adequate income to finance their health care needs, 

And whereas we presently have neither the facilities nor adequate personnel to provide proper 
care if they were financially able to obtain it: 

BE IT RESOLVED that the Catholic Hospital Association accept its share of the community respon- 
sibility to this group and work constructively with allied health care agencies and all others who are 
seeking a solution to these problems, and be it further resolved that every effort be made to find a solu- 
tion within the framework of our present autonomous voluntary health system. 


HEREAS the state and regional conferences of C.H.A. afford an effective means of two-way com- 
munication between the areas they represent and the central office, 
And whereas the only effective implementation of national policy can take place at the local level, 
And whereas participation in these smaller groups will prepare our personnel, both lay and reli- 
gious for leadership in state and national health organizations: 
BE IT RESOLVED that C.H.A. intensify its services to make these state and regional conferences 
strong, active and effective. 
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IT IS IMPOSSIBLE to say with any 
degree of certitude what hospital en- 
gineers do, but it is entirely within the 
practical realm of an administrator to 
detail what an engineer should be 
doing. Brother Dominic, C.F.A., ad- 
ministrator of Alexian Brothers Hos- 
pital, Chicago, told a Thursday morn- 
ing session of engineers that if a co- 
6perative agreement could be reached 
between housekeeping and engineer- 
ing about supervisory responsibilities 
“increased efficiency on both sides 
would probably result.” Brother asked, 
“Why is it necessary that the engi- 
neers have carpenters, painters, plas- 
terers, yardmen and guards under their 
immediate jurisdiction?” In his view, 
the chief engineer might properly have 
responsibility for engineers, plumbers, 
mechanics, fitters, mechanical helpers, 
welders, oilers, refrigeration mechanics, 
and the electrical foreman, dependent, 
of course, on the size of the hospital 
and the number of personnel em- 
ployed. 

In his presentation, Brother Dominic 
exhibited several forms from various 
hospitals, outlining methods of record- 
ing upkeep and preventive mainte- 
nance. While decrying records for 
records’ sake, he listed reports and 
forms which actually save the time of 
the engineer and administrator. These 
include machinery maintenance rec- 
ords, room decoration records and rec- 
ords of maintenance and repair fre- 
quency on major items of equipment 
such as refrigerators, boilers, etc. Pre- 
senting cost accounting as inevitable 
in the near future, Brother showed 
how, through adequate record keep- 
ing, costs of engineering functions 
could be allocated to using depart- 
ments in a systematic way. He urged 
administrators to cultivate proper atti- 
tudes of respect for the engineering 
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department and told the engineers at 
the meeting that without their active 
codperation, this attitude could not 
be created. Constant vigilance and re- 
ceptivity to progressive change can 
make the engineering department, in 
Brother Dominic’s words, “the very 
center and heart of the hospital.” 

Presiding at the session was Joseph 
W. Regan, chief engineer for the Sis- 
ters of the Third Order of St. Francis, 
Peoria, Ill. 

Albert G. Carano, chief engineer at 
St. Vincent Charity Hospital, Cleve- 
land, Ohio, was the second speaker, 
considering the convention theme from 
an engineer's viewpoint. Departmental 
differences, he said, create frustrations 
which eventually and inevitably will 
result in “a reduced quality of patient 
care.” He said that the very fact that 
a hospital today employs increasingly 
large numbers of technically trained 
and professional people than ever be- 
fore tends to foster inter-departmental 
rivalry. When this “runs beyond the 
level of professional pride (it) is, to 
my way of thinking one of the in- 
dustry’s major administrative prob- 
lems.” In his approach to the thematic 
topic, Mr. Carano urged that hospital 
engineers re-examine their own de- 
partments, the relationships of the de- 
partment with other hospital depart- 
ments, and thirdly, the engineering de- 
partment’s relationship with adminis- 
tration. 

Receptivity and objective analysis 
of the complaints of other depart- 
mental personnel about engineering is 
a start, he said, and must be comple- 
mented by close analysis of job content 
and assignment of authority commen- 
surate with responsibility, no matter 
how seemingly slight the task. Ob- 
servance of the hospital personnel pol- 
icies, he pointed out, will assure con- 
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tainment of privileges and limitations 
within a reasonable sphere of activity. 

The engineering department should 
also have a specific manual of pro- 
cedures, Mr. Carano said, and these 
should be known and followed by all 
employes. Advancement through in- 
service training and a control study of 
the relationship of engineering to 
every other department were among 
further recommendations made by 
Mr. Carano, who concluded “cultivate 
progressive attitudes and integrate 
them into current programs of future 
planning. Do this around a hard core 
of quality service and the engineering 
department will earn the respect and 
recognition of the entire institution.” 
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NURSE ANESTHETISTS 


RECENTLY DEVELOPED DRUGS that 
are recommended for preoperative use 
were the subject of the opening address 
of Tuesday's Nurse Anesthetists meet- 
ing by Dr. George Thomas, director 
of the Department of Anesthesiology 
at St. Francis General Hospital, Pitts- 
burgh, Pa. Dr. Thomas is also emeritus 
professor of anesthesiology at the 
University of Pittsburgh School of 
Medicine and reported on the phar- 
macologic action of Triflupromazine 
Hydrochloride in particular. He said 
“Some side effects of many ataractics, 
particularly the reserpates, are danger- 
ous in large dosage and have no merit 
as preoperative sedatives.” He advised 
anesthetists to study records to see if 
the patient has been taking reserpates 
and added, “The widespread and pro- 
longed action of reserpine makes it de- 
sirable to discontinue the drug and 
defer elective surgery for at least two 
weeks in those patients receiving this 
medication. This interval will permit 
partial, if not complete restoration of 
the catecholamine level.” He reviewed 
the reactions and chemistry of other 
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agents before going into “New An- 
esthetic Technic and Agents.” These 
included Electrical Anesthesia, Fluo- 
thane, Fluoromar and Penthrane. 
Catholic sisters of the Third Order 
of St. Francis, Springfield, Ill., are the 
first recorded trained nurse anesthetists, 
the second speaker of the afternoon 
told the meeting. Evelyn E. Auld, 
C.R:N.A., Durham, N.C., is president 
of the American Association of Nurse 
Anesthetists. She said that “in 1880 
the administration of chloroform and 
ether was taught by the surgeons to 
Sister Aldonza Eltrich and Sister Van- 
ossa Woenke. Although the records 
. are fragmentary, there remains 
sufficient evidence to show that since 
that time, and probably before that 
time, it was the Catholic sisters who 
began the trend for specialization by 
nurses in this art.” At another Cath- 
olic hospital in Rochester, Minn., the 
nurse anesthetist first gained recogni- 
tion. “Two graduate nurse anesthetists, 
Edith Graham (who later became Mrs. 
Charles Mayo) and later her cousin, 
Dinah Graham, began administering 





anesthesia for the Doctors Mayo. It 
was Edith Graham’s successor, Alice 
Magaw, who brought the profession 
of nurse anesthetists to world atten- 
tion. Early in the history of St. Mary’s 
Hospital, surgeons came for the pur- 
pose of observing operations. They 
also observed anesthesia,” she said. 

“In 1900 Alice Magaw was able to 
report on 1,092 cases of anesthesia for 
which she used the open drop technic 
... Among these patients there were 
647 who received ether, 245 who re- 
ceived chloroform, and 173 with a 
mixture of the two ‘without an acci- 
dent, a need for artificial respiration, 
or the occurrence of pneumonia or any 
serious results.’ By 1906 Miss Magaw 
reported the administration of 14,000 
anesthesias without a death directly 
attributable to the anesthesia.” Today, 
according to Mrs. Auld, the American 
Association of Nurse Anesthetists has 
10,800 members in 50 states and the 
District of Columbia. Since 1945, in 
coéperation with the American Hos- 
pital Association, the A.A.N.A. has in- 
creased both its educational efforts and 
requirements for membership and ac- 
creditation of schools of anesthesia. 
Standards are rigid and have recently 
been made even stricter. According to 
Mrs. Auld, there are 123 schools with 
an average of 700 graduates each year. 
Recruitment is an important activity 
of the A.A.N.A. with more than 60,000 
pamphlets distributed annually through 
high school counseling programs and 
a film strip, available on a loan basis. 
School of nursing students receive 
some 40,000 pamphlets annually and 
a special film strip is available for this 
group. 

Concern was expressed by Mrs. Auld 
over the results of a survey which 
showed that “only 52 per cent of an- 
esthesias in the United States operating 
rooms were given by physicians or 
nurses whose qualifications as anes- 
thetists were known.” 

She urged recognition of the follow- 
ing basic facts: “1. Nurses do admin- 
ister anesthesia safely and at relatively 
small cost to the patient; often with 
profit to the hospital. 2. Teams of 
nurses and doctors dedicated to good 
patient service are solving the problem 
of anesthesia service in an increasing 
number of hospitals. 3. Continued re- 
cruitment of physicians and nurses is 
necessary if we are to meet the increas- 
ing demands that are being made upon 
the anesthesia services. 4. Anesthesia 
by nurses is not illegal, rumors to the 
contrary notwithstanding.” 
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Dr. HOUSER 


ANY APPRAISAL of clinical manage- 
ment depends on “good recording on 
the charts,” medical record librarians 
were told in their Tuesday afternoon 
meeting. Dr. Gerald Houser, New 
Rochelle, N. Y., hospital consultant, 
said that short cuts often end up “being 
the long way around” when doctors 
attempt to create abbreviations in 
charting diagnoses. He cited L.M.- 
C.A.T. as meaning “Left Middle Cere- 
bral Artery Thrombosis” and A.S.H.D.- 
E.H.R.S.R.CS. as Arteriosclerotic Heart 
Disease, Enlarged Heart, Regular 
Sinum Rhythm, Coronary Sclerosis. 

The responsibilities of medical rec- 
ords departments in assisting any ap- 
praisal of medical care are many and 
varied, Dr. Houser said and the medi- 
cal audit is not just a review of patient 
records. “Rather it is designed to en- 
compass all things that relate to pa- 
tient care, directly or indirectly.” 
Many people resent or resist a medical 
audit, he said because they misunder- 
stand the auditor or surveyor’s func- 
tion. “Criticisms are not of people,” 
Dr. Houser observed, “they are of. 
things . . . No mention in a survey 
report relates individuals to patients 
and names and numbers are not men- 
tioned.” The surveyor peruses minutes 
of the governing body and professional 
staff meetings, the hospital’s literature 
and records of operation, minutes of 
administrative department head meet- 
ings, bylaws of the hospital and medi- 
cal and dental staffs and many other 
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documents pertinent to the operation 
of the hospital. 

The medical consultant evaluates 
clinical practices he is often, usually in 
fact, incapable of performing himself, 
and “just as he appreciates the skill 
of the practicing physician, so does he 
appreciate that of the keeper of rec- 
ords .... In the chain of organization, 
the link supplied by the medical rec- 
ords room is a strong one. When it is 
not strong the organization is weak. 
When it is broken it is not easily re- 
placed.” He cited the difficulties en- 
countered with doctors by the M.R.L. 
“Not only does (the doctor) rebel at 
writing records but when he does write 
he seems to express his indignation 
in a form of hieroglyphics that almost 
defy interpretation.” Medical record 
librarians, he said, have developed 
amazing skills at interpreting these 
“thereby presenting the doctor in a 
much better light.” 

Dr. Houser “preached” tolerance, 
understanding and diplomacy in deal- 
ing with doctors. “It is a staff respon- 
sibility,” he said, “to insure adequate 
recording but in actual fact it is rare 
to see good medical records without a 
good medical record librarian . . . The 
librarian has a major job, besides the 
clerical or secretarial, to be the psycho- 
ogist behind the scene— There are 
dangers in overstepping, and the medi- 
cal record librarian should appreciate 
when she has reached the borderline 
area where matters must be passed on 
to the administrator. The mechanics 
and the diplomacy and all the rest are 
now his.” Dr. Houser said that while 
a superior medical records department 
is not the solution to everything, it 
“goes a long way.” 

Current changes in the Standard 
Nomenclature were discussed at the 
same meeting by Adaline C. Hayden, 
medical records consultant, Chicago, 
Ill., who announced that the fifth edi- 
tion of the Nomenclature would be 
ready for distribution about July 1, 
1961. Conversion to the new edition 
is not beyond the capabilities of the 
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average medical record librarian, she 
said, but “Of prime importance is a 
clear concept of .. . its principles, ar- 
rangement, contents and understanding 
of methodology and use.” She advised 
making changes as librarians encounter 
diagnoses since “many of the numbers 
have only one digit changed in either 
topography or etiology . . . simply 
change the digit and refile the card. 
Where phraseology is changed, make a 
new card. New cards will have to be 
made for practically all toxic condi- 
tions as this section has been consider- 
ably revised . . . . Category 3 is the 
only section other than the appendix 
which has undergone a complete revi- 
sion.” In her discussion, Mrs. Hayden 
covered each section of the revised 
edition of the Nomenclature, advising 
librarians of the major changes and 
how to convert existing files to con- 
form with the revisions. 

Sister Clementia, Ad.PP.S., St. Clem- 
ent’s Hospital, Red Bud, Ill., was pre- 
siding officer at the meeting. 
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IT IS QUITE doubtful that any hos- 
pital could install a program of fringe 
benefits that would completely satisfy 
the wants of every employe and still 
serve the best interests of the hospital. 
But, Mr. William Quirk told the Tues- 
day Personnel and Financial Manage- 
ment meeting, hospitals must grant 
new benefits that will receive the ac- 
ceptance of at least the greater number 
of employes and also react to the hos- 
pital’s advantage. The Personnel Di- 
rector at Holy Redeemer Hospital, 
Meadowbrook, Pa., said that “Much of 
our thinking and planning on the im- 
portant subject of what our employes 
should receive in the way of remunera- 
tion is concerned with the form this 
payment should take.” Hospitals can’t 
match the wages paid by industry, but 
hospital employes have the same needs 
for fringe benefits that industrial em- 
ployes have, he said, and “our respon- 
sibility to employes remains with us, 
and the service and care we provide 
to our patients should not be given at 
the expense of our employes.” Desir- 
able benefits are peculiar to hospitals, 
with assigned parking space at one 
hospital representing a major status 
and convenience symbol, while at an- 
other it means little to employes. Va- 
cations and sick leave impress some 
employes within a hospital, while 
others would be satisfied more quickly 
and fully with insurance, hospitaliza- 
tion and pensions. Some employes 
look to free meals, laundry privileges, 
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transportation and recreational pro- 
grams as ideal fringe benefits, while 
others prefer bonuses and awards, 
credit plans and legal advice. Hours 
worked are a major factor in determin- 
ing the nature of benefits and the 
amount. 

Fringe benefits often make “the dif- 
ference” in pre-employment interviews, 
Mr. Quirk said. He urged equitable 
distribution and proper controls as two 
requisites of a good fringe benefit 
program, advising consultation with 
the Lay Advisory Board in this mat- 
ter. Actual number of hours worked 
are used as the basis of eligibility for 
benefits, so even part-time employes 
can earn paid time off. 

The system, according to Mr. Quirk, 
has been well received by employes 
and the records kept of total actual 
productive hours have proved valu- 
able in other areas of personnel. 

Presiding at the session was Sister 
M. Eulalia, R.S.M., comptroller, Sacred 
Heart Hospital, Manchester, N.H. 

The use of productive days in com- 
pilation of personnel statistics was dis- 
cussed by Sister M. Gerald, C.S.C., gen- 
eral treasurer of the Sisters of the Holy 
Cross, Notre Dame, Ind. “In estimat- 
ing work needs for a department,” Sis- 
ter said, “hours rather than dollars con- 
stitute a logical unit of measurement. 
Hours divided by eight give the pro- 
ductive days. A comparison between 
the number of employes and the num- 
ber of patients can be quite mislead- 
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ing, particularly with so many part- 
time employes. . Information on pro- 
ductive days related to patient days, 
however, can be most helpful in deter- 
mining adequate or inadequate staff- 
ing.” 

Salary budgets are based on estima- 
tion of the work to be done and the 
hours necessary to accomplish it. “In 
nursing service, productive days are 
related to patient days. In the dietary 
department, work days are based on 
the number of meals served. In the 
cafeteria, productive days are based not 
only on the number of meals served 
but on the hours during which the 
cafeteria will be in operation. In sur- 
gery the number of operations is used; 
in x-ray and laboratory the number 
of procedures; in housekeeping and 
plant operation the number of square 
feet. Various departments use different 
units of measurement.” 

Fixed productive days are the gen- 
eral rule in a hospital, but in dietary 
or other departments, variable produc- 


_tive days may occur, Sister said, due 


‘to unusual demands. In checking 
budget variances, the supervisor can 
be held responsible for the number of 
hours worked by employes in her de- 
partment, but not to the same extent 
for dollar variances. 

Hospitals can provide supervisors 
with tabulations of hours worked, 
hours paid, and hours not worked and 
overtime hours. Experience and study 
will form the basis for relating trends 
and setting up performance standards. 
Comparison of productive dates and 
service units can be very enlightening 
and useful among hospitals in a re- 
ligious congregation. 

“There are many intangibles in hos- 
pital personnel service which are not 
measurable in terms of either service 
units or productive days. The con- 
sistent use of productive days as a 
management tool, however, should re- 
sult in a much better control and in 
more intelligent use of time,” Sister 
said. “We have a moral responsibility 
to administer funds entrusted to us 
according to the principles of justice 
and charity. To do this we must dis- 
charge our responsibilities with econ- 
omy and efficiericy.” 
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THE OVER-ALL deficiencies of cost 
reimbursement were scored in Wednes- 
day’s Financial Management meeting, 
chaired by Harold Hinderer, director 
of C.H.A.’s F.M. services. Re-exam- 
ination of the whole area of cost re- 
imbursement programs which have 
proliferated in the last 21 years was 
the subject of the first speaker, Robert 
G. Engelhart, C.P.A., St. Paul, Minn. 
He said any program paying reim- 
bursement for hospital services on the 
basis of either average cost or charges 
alone “cannot be equitable to all par- 
ties concerned.” Sectarian hospitals, 
he said, “did not fare as well as the 
non-sectarian hospitals” under most 
reimbursement programs. 

He urged hospitals to acknowledge 
their share of the blame for current 
inequities in reimbursement methods 
and to analyze the programs they op- 
erate within and participate in achiev- 
ing changes beneficial to all parties. 
Cost reimbursement programs mean 
entirely different things to hospitals, 
paying agencies and the public, he 
observed. And the public belief that 
cost reimbursement programs are a 
tool to control hospital costs make 
these programs important public rela- 
tions factors. While reimbursement 
formulas are based on the premise that 
they will pay for cost or charges, 
whichever is lower, a multiplicity of 
variations, inclusions and exclusions, 
have arisen through agreement with 
hospitals. One major problem cited 
by Mr. Engelhart is that “there is little 
standardization or uniformity in the 
plans being utilized at the present 
time.” 

He said the “greatest deficiency . . . 
in present cost reimbursement plans, 
is the use of average costs. The average 
cost procedure is unfair and has out- 
lived its usefulness.” In conclusion he 
urged hospital administrators to “exer- 
cise your rights as partners in third 
party reimbursement programs, to en- 
courage such a program for hospitals, 
and to relate charges to costs in your 
institutions.” 

Outlining what would be an equita- 
ble method of solving the problem 
so cogently framed by Mr. Engelhart 
was the task of the second speaker, 
Robert Penn, C.P.A., Chicago, Ill. Ac- 
knowledging that determination of 
cost methods for Blue Cross (to which 
he addressed his remarks) is a process 
beset with difficulties, he said, “The 
‘cost plus’ formula of reimbursement 
with built-in safeguards can be equita- 
ble to all interested parties. The ques- 
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tion then arises, what is cost? Is it last 
year’s or this year’s cost?” If deprecia- 
tion is included—on what basis, his- 
torical, current or arbitrary bed value 
—and at what rates? “Should the in- 
terest on building mortgages be in- 
cluded? What method should be ac- 
ceptable in computing costs?” 

Blue Cross problems include con- 
cern with ever-increasing cost, result- 
ant premium increases, and reactions 
of insurance commissioners to requests 
for rate increases, he said. There is 
also concern about the disparity in cost 
between hospitals rendering presum- 
ably equally good care. He said that 
“because of the large number of hos- 
pitals unable to develop actual cost 
data the problem then is to develop a 
reimbursable formula that is more ac- 
curate than that based on ‘average cost’ 
and also easy to administer. We be- 
lieve that the RCC method — Relation- 
ship of Cost to Charges—fulfills those 
two requirements. It is important, 
however, that the following two con- 


ditions are rigidly observed: 1. That 
all charges for services and supplies 
are properly recorded. 2. That sched- 
ule rates for all services are consistent 
for all patients, regardless of bed ac- 
commodation or ability to pay.” He 
said reimbursement formulas should 
contain a provision that “the reim- 
bursement shall be the lower of the 
‘formula cost’ or charges. In other 
words, Blue Cross should not be re- 
quired to pay the hospital an amount 
in excess of charges to non-Blue Cross 
patients.” 

Mr. Penn critically examined cost 
computing methods, using examples of 
the various factors entering into the 
computations. In summary, he said 
“we recommend that the actual cost 
method be used for computing the 
reimbursable amount due from Blue 
Cross. If this is not feasible or prac- 
tical for the hospital, then the RCC 
method — Relationship of Cost to 
Charges—should be used instead of 


the average cost method.” 
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PUBLIC RELATIONS is primarily a 
matter of institutional conduct and 
only secondarily a matter of publicity,” 
Charles A. Brecht, vice-president of 
John Price Jones, Co., Inc., told a 
gathering of some 40 religious and 
lay personnel at the Public Relations 
departmental meeting Thursday morn- 
ing. 

At the same time, Mr. Brecht 
stressed the fact that hospitals no 
longer can content themselves with 
merely telling the public why certain 
needs must be met; they must also 
emphasize how they are to be met, 
since this will have “a powerful effect” 
on developing favorable attitudes. 

“A hospital has public relations 
whether it wants them or not,” Mr. 
Brecht pointed out, adding that these 
relations will be good or bad to the 
degree that the hospital’s own policies 
and practices are accepted by the in- 
ternal and external publics with which 
it comes in contact. “Public relations 
is a two-headed term. It refers first 
of all to the sum total of the impres- 
sions which its publics develop of an 
institution.” Secondly, he continued, it 
refers to that function of management 
which interprets and communicates a 
hospital’s policies and programs to its 
many publics. 

Before favorable attitudes can be 
created in the public mind, they must 
first exist in the policies and programs 
of an institution, Mr. Brecht indicated. 
He went on to list 25 facts about hos- 
pital operations, which, when commu- 
nicated to the public, will serve to de- 
velop such attitudes. The concepts 
cited included: 1. The hospital has 
excellent facilities, staff and manage- 
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ment; 2. Nobody gets rich from the 
hospital's charges and fees; 3. These 
charges and fees are in line with the 
cost of hospital care in comparable 
communities; 4. The hospital exists for 
service to the community, irrespective 
of race, color, or creed; 5. The Bishop 
or Provincial does not get any of the 
hospital’s income to use for other pur- 
poses; 6. Working conditions for lay 
professional and non-professional staff 
are more than adequate; 7. No patient 
is turned away for lack of funds; 8. 
Visitors are not considered intruders; 
9. The hospital through its staff is an 
active participant in community affairs, 
and 10. Outpatient clinics are a regular 
part of service to the community. 

In considering how to win favorable 
attitudes, Mr. Brecht urged an under- 
standing of the fundamental desires of 
the hospital public. “These desires are: 
To be respected as a person, to be 
needed, to be wanted, to be important, 
to be appreciated, to bring happiness 
to others, to have security, to be proud 
of something, and to be happy.” If 
what the hospital does satisfies one or 
more of these desires, he continued, 
“it is reasonable to assume that the 
chances of developing favorable atti- 
tudes in people are considerably in- 
creased.” Other aids in this how of 
public relations suggested by Mr. 
Brecht included: Active participation 
of the laity; an approach which recog- 
nizes public relations as a permanent, 
rather than temporary or intermittent, 
task; a codrdination of formal activi- 
ties; a use of all the media of commu- 
nications; selective personnel policies; 
high standards of courtesy and neat- 
ness, and a continuing interest in the 


over-all plans and needs of the com- 
munity. 

As guidelines for designing and im- 
plementing programs promoting favor- 
able attitudes, Mr. Brecht recom- 
mended the following: 1. Study well 
the hospital's weaknesses and strengths, 
its policies, needs and historical ties 
to the community; 2. Study the com- 
munity well—its leaders, hopes and 
desires; 3. Determine the hospital’s 
case and best ways to present it; 4. De- 
termine additional favorable attitudes 
desired; 5. Prepare a realistic plan of 
action for a public relations program; 
6. Meet and work with leadership lay 
groups; 7. Encourage the hospital’s 
staff leaders to participate in commu- 
nity life; 8. Establish new policies, re- 
vise old ones; 9. Establish the separate 
identity of the hospital; 10. Sponsor 
hospital tours; 11. Appropriate more 
funds for public relations activities, 
and 12. Get some professional public 
relations advice before starting. 

Following the talk, there was a dis- 
cussion by the panel: John J. Delaney, 
personnel director, St. Joseph Hospital, 
Paterson, N.J.; Rita Radzialowski, di- 
rector of nursing service, Mt. Carmel 
Mercy Hospital, Detroit; Mrs. Adalyn 
Ross, director of public relations, St. 
Vincent Charity Hospital, Cleveland, 
and Julius Rutzky, M.D., pathologist, 
St. Joseph Hospital, Pontiac, Mich. 

The panelists raised some questions 
as to techniques and methods, as well 
as the importance of knowing and in- 
terpreting hospital objectives to others. 
All agreed that each member in the 
hospital plays a vital role in winning 
favorable attitudes, and that this results 
in good public relations. 
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DIETARY 


TUESDAY afternoon, June 13, saw 
the opening of the Dietary Depart- 
mental Meeting. The theme, “Inte- 
grating Departmental Planning” was 
presented by Sister Mary Jude, O.P., 
a member of the Dietary Committee 
of the C.H.A. and administrative di- 
etitian of St. Dominic-Jackson Me- 
morial Hospital, Jackson, Miss., who 
introduced Miss Dorothy Hocker, 
R. N., associate professor of the School 
of Nursing, University of Tennessee, 
Memphis. 

Miss Hocker in her talk, “Diet 
Therapy in the Nursing Curriculum— 
Flexible Standards” showed how the 
Tennessee University’s underlying phi- 
losophy of “total patient care” is car- 
ried over to diet therapy. Students, 
after a basic course in “Principles of 
Nutrition,” correlate this knowledge 
with day-to-day contact with patients 
on surgical and medical floors. One- 
to two-hour conferences with instruct- 
ing dietitians during this period give 
students a chance to talk over prob- 
lems and give the dietitian an oppor- 
tunity to evaluate the amount of re- 
teaching necessary. Here, specific nu- 
trition case studies are assigned. Miss 
Hocker pointed out the fertile field 
for further correlation in outpatient 
departments, noting Pre-Natal, Well- 
Child clinics, etc. 

Further correlation and the integra- 
tion of nutrition with basic science 
courses avoids the repetition that 
would naturally occur if taught as sep- 
arate, isolated courses, thus providing 
more time for wider subject coverage. 
This approach, the correlation of one 
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subject to another, enables the student 
to integrate all segments into the whole 
education process. 

In the second section of the meeting 
a panel on “Who does the Purchasing” 
was presented. Panel moderator was 
Sister Mary Calasantia, C.S.S.F., asso- 
ciate administrator, St. Mary Hospital, 
Livonia, Mich. In her opening re- 
marks Sister Calasantia said there is 
no question in the minds of adminis- 
tration about the importance of “The 
Food Purchasing Job” as 20 per cent 
of hospital expense is allotted to raw 
food. 

She said: “Good food need not be 
expensive food, but, as many dietitians 
in hospitals can vouch for, a poor 
quality of any food is expensive be- 
cause of its failure to yield a satis- 
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factory finished product and because of 
its lower yield in acceptable portions.” 

Mr. John Foley, assistant adminis- 
trator, St. Joseph Hospital, Flint, Mich., 
presented the subject from the view- 
point of the purchasing agent. He put 
great emphasis on the necessity of a 
well-trained specialist for the compli- 
cated job of purchasing agent. Mr. 
Foley feels that the duties of the 
average dietitian are so multiple that 
the purchasing of foods should be dele- 
gated to centralized purchasing, the 
method he believes to be the “hall- 
mark” of a progressive hospital. How- 
ever, he warned administration against 
putting inefficient people in the top 
purchasing jobs and said that the 
mechanism of centralization is only 
effective when “implanted with a com- 
petent purchasing executive.” He be- 
lieves the size of the hospital deter- 
mines the method or medium for pur- 
chasing, but in final analysis the goal 
of all hospitals are the same, “the best 
care at the least cost to the patient.” 
Listing the various technical skills and 
special qualifications necessary for a 
purchasing agent, Mr. Foley noted 
practical training in “human relations” 
as the most important. 

The viewpoint of the dietitian was 
ably presented by Sister M. Clemen- 
tine, R.S.M., dietitian, Our Lady of 
Mercy Hospital, Cincinnati, Ohio. Sis- 
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PHARMACY 


EDUCATIONAL and applied advances 
in pharmacy were the theme of six 
papers and reports presented at the 
Pharmacy departmental meetings 
Tuesday and Wednesday afternoons. 
Speakers at the first meeting included: 
Robert R. Cadmus, M.D., director of 
North Carolina Memorial Hospital, 
Chapei Hill; Robert P. Fischelis, 
Pharm. D., D.Sc., consultant in phar- 
macy from Washington, D.C., and 
Byron A. Barnes, Ph.D., head, depart- 
ment of physiology and pharmacology, 
St. Louis College of Pharmacy, Mo. 

Frank opposition to the Formulary 
System is on the wane, Dr. Cadmus re- 
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ported in a paper prepared for the 
convention, but there is still much to 
be worked out. It is not, he said, “a 
technique to solve discipline problems 
to cut costs by cutting quality or by 
boxing in a physician. It is a sound, 
coéperative, dynamic mechanism to 
provide intelligent drug therapy to pa- 
tients.” 

He urged that the Formulary Sys- 
tem be “operated in partnership with 
physicians and with integrity and 
vigor.” This codperation between par- 
ticipants seems to be coming, he said, 
at the same time expressing the hope 
that “creative and thoughtful legisla- 





tion will assure the public a high 
standard of quality” without enmesh- 
ing either hospitals or manufacturers 
with “undue red tape.” 

Dr. Cadmus attributed the contro- 
versy surrounding the hospital For- 
mulary to the large purchases of poor- 
quality drugs “by people who should 
have known better.” In attempting to 
defend themselves against this cut-rate 
competition, ethical drug manufactur- 
ers made a mistake in going after the 
hospitals and the Formulary System, 
forcing the use of brand name prod- 
ucts rather than generic name equiva- 
lents, Dr. Cadmus observed. “I do not 
think the real enemy of the ethical 
manufacturer was ever the Hospital 
Formulary System, but rather it was, 
and still is, the unethical manufactur- 
ers who, in our uncontrolled economy, 
were able to frustrate and circumvent 
many of the standards of the reliable 
manufacturers.” The remedy, he con- 
tinued, lies with government, which 
“must do a better job of policing the 
quality, purity, safety, and efficacy of 
drugs.” 

Rather than taking sides or defend- 
ing any one fixed position, Dr. Cad- 
mus urged all to act together “as indi- 
viduals holding a public trust, search- 
ing, as difficult as it may be, for a 
righteous, just, and equitable solution 


- which has as its goal the improvement 


of patient care.” 
Dr. Fischelis, in his address, reaf- 
firmed the nature of pharmacy as a 


_profession and an essential factor in 


the healing program. This is an incon- 
trovertible fact, he said, but what is 
not so sure is the survival of pharma- 
cists. This is due to several facts, he 
continued, among them an abuse of 
the prestige factor in pharmacy and 
the developing practice in many hos- 
pitals of allowing other professionals, 
particularly nurses, to infringe and im- 
pede upon the role of the pharmacist. 

Dr. Fischelis went on to note the 
harm which the public image of phar- 
macy and the drug industry as a whole 
has suffered. He proposed a public 
relations program for pharmacy, call- 
ing for “less selfish action and more 
true achievement, promoted by educa- 
tion and advanced training of phar- 
maceutical leaders.” At the same time, 
he admitted that those who profess a 
high ethical sense are in the minority. 
It is this group, however, which must 
make sacrifices in order to reaffirm 
once again a moral sense of individual 
responsibility, he said. 

(Continued on page 134) 
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NURSING 
SERVICE 


A CONCERN for people as persons 
is a key not only to better care of 
patients, but to supervisory relation- 
ships with nursing personnel as well. 
This was the theme of the Tuesday 
and Wednesday afternoon depart- 
mental sessions on Nursing Service. 

Today, as more and more treatments, 
physical care and even medications for 
patients are moving into the hands of 
non-professional nurses, the question 
arises, “What is left for the profes- 
sional nurse to do?” The answer, as de- 
tailed by Helen J. Weber, associate 
professor of nursing education at Indi- 
ana University, in her address Tuesday, 
is that the professional nurse should 
direct her efforts toward the personal- 
ized care of each patient. 

“Instead of an activity, treatment, 
medications, physical care, etc., we 
now take on the human being him- 
self,” Miss Weber pointed out. “In- 
stead of a concern for things for their 
own sake, we move to concern for 
the human person for whom ‘things’ 
are done.” 

To attain this goal of personalized 
care, Miss Weber continued, the one 
responsible for leading others must 
have a healthy attitude toward change. 
This leadership potential must. be pro- 
moted and encouraged, she said, ob- 
serving that “too many nurses depend 
only on their basic education without 
building it up.” She recommended not 
only advanced education, but work- 
shops, institutes and meetings as well. 

Another element essential to the de- 
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velopment of personalized care is the 
utilization of the team concept ap- 
proach in nursing, Miss Weber stated. 
“When we speak of a team concept,” 
she added, “we mean that nurses and 
aides get together and discuss the con- 
dition of the patient as well as his 
needs. Through this team concept our 
patients will receive much better and 
safer care.” 

She urged professional nurses to in- 
still in their service the Christian phi- 
losophy that a patient is the temple of 
God, composed of body and soul 
“With this philosophy in mind,” she 
concluded, “all of our policies, pro- 
cedures and activities will be directed 
toward the very cause of our existence 
in nursing, the core of nursing—and 
that is the patient.” 

PERSONALIZED SUPERVISION was 
dramatized by the nursing staff of Mt. 
Carmel Mercy Hospital, Detroit, in a 
departure from the usual lecture for- 
mat. The play, authored by Rita Rad- 
zialowski, nursing service director at 
Mt. Carmel Mercy Hospital, and di- 
rected by Sister M. Marguerite, R.S.M., 
depicted a disciplinary interview be- 
tween a nursing service director and a 
supervisor whose personality quirks 
had created personnel problems in her 
department. A “listening panel” com- 
mented on the play following its pres- 
entation. The panel, composed of 
Michigan hospital sisters, included: 
Sister Dorothy Ann, S.C., Sister Mary 
Maureen, C.S.S.F., Sister Mary Theo- 
phila, O.S.F., Sister John Joseph, C.BS., 
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Sister Marie George, SS.J., Sister 
Frances Healey, D.C., and Sister Mary 
Ann Frances, R.S.M. 

The panel concluded that supervisors 
should have more knowledge of the 
problems of the personnel, since these 
have a real influence on patient care. 
Co-workers are always in sympathy 
with those who are in trouble, the 
panel observed, and the attitude of the 
supervisor toward these persons is 
closely observed. If they find unfav- 
orable attitudes, the situation becomes 
aggravated. 

Qualities underlying good supervis- 
ion, the panel continued, include: Tact, 
consideration, a sympathetic under- 
standing of the real problems of others, 
an awareness of the spiritual, physi- 
cal, psychological, and social needs of 
each, and the proper orientation of 
personnel, including preparation, 
proper instruction, actual performance 
and follow-up. 

Commenting on the conference it- 
self, the panel listed the following im- 
portant elements dramatized in this 
method of counseling: The necessary 
information for ready reference, good 
raport, the exercise of tact in evaluat- 
ing data, the identification of the main 
problem and possible remedial and 
preventive measures, the use of the in- 
terview as a two-way process. At the 
same time, the panel singled out a lack 
of communications and preventive 
measures as responsible for the cumu- 
lative seriousness of the situation dra- 
matized. 
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PERSONNEL EMPLOYED in the x-ray 
departments must be as concerned 
with the safety of patients as are em- 
ployes in other hospital departments 
having day-to-day contact with’ pa- 
tients, Charles U. Letourneau, M.D., 
LL.B., told a Wednesday afternoon 
x-ray departmental meeting. Sister Rita 
Clare, S.C.H., x-ray supervisor, Halifax 
Infirmary, Halifax, Nova Scotia, pre- 
sided over the meeting. 

In his address, Dr. Letourneau ex- 
plained some of the hazards involved 
in handling and positioning patients, 
preparing them for diagnostic or ther- 
apeutic procedures. He stressed the 
obligation of due care, pointing out 
that personnel employed in the radiol- 
ogy department must be adequately 
skilled in the duties assigned them. 
All patients must be protected from 
injuries due to falls, he insisted, adding 
that proper safeguards and supervision 
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must be provided all patients not only 
during the procedures but during the 
processing and follow-up periods as 
well. He emphasized the importance 
of safe equipment and positive main- 
tenance programs, since injuries caused 
by faulty equipment can hardly be 
attributed to the patient. 

Through a series of case illustra- 
tions, Dr. Letourneau also touched 
upon other areas where many alleged 
injuries can occur. The most common 
source of complaint, he noted, involves 
the failure to use proper restraints to 
prevent falls from the x-ray table, 
the stretcher or wheelchair, and the pa- 
tient’s bed. While it is not required 
that hospital personnel anticipate 
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THE MEDICAL TECHNOLOGY meet- 
ing on Tuesday considered “Quality 
Control in Clinical Chemistry.” Robert 
G. Heckel, laboratory technician, Dade 
Reagents, Inc., Miami, Fla. analyzed 
sources of error and the use of stand- 
ards and controls. 

In discussing “The Sources of Er- 
ror,” Mr. Heckel was concerned with 
the clarification of terms, the extrinsic 
and intrinsic sources of error, methods 
of checking these errors, and a general 
appreciation of the need to recognize 
the hazard when such errors are not 
prevented. 

In the second part of the session, 
“The Use of Standards and Controls,” 
he illustrated the use of controls in 
checking with the instruments used, 
the methods chosen, and the technic 
involved. He emphasized the care 
needed in selecting good quality of 
chemicals and necessary reagents, and 
the need to understand the proper 
care, use and maintenance of instru- 
ments. 

THE RESPONSIBILITY of forestalling 
any misgivings a patient may have 
about the laboratory procedures needed 
to clarify his physical status belongs 
primarily to his physician, medical 
technologists were told in their Wed- 





nesday afternoon meeting. Dr. Jack R. 
Leonards, associate professor, of bio- 
chemistry, Western Reserve Univer- 
sity School of Medicine, Cleveland, 
Ohio, admitted, however, that it is un- 
realistic to assume that any doctor 
could foresee all the possible psycho- 
logical reactions individual patients 
may experience. In view of these cir- 
cumstances, he urged technologists, 
since they are on the scene, to de- 
velop an awareness of the stresses that 
may harrass the patient and be pre- 
pared to detect and cope with them. 
Dr. Leonards pointed out that any pa- 
tient coming to the laboratory is under 
the emotional stress of a threat to his 
health, that he may feel that his phy- 
sician has not fully evaluated his con- 
dition, and that he feels he must now 
surrender himself in some degree to an 
unknown technologist for some mys- 
terious procedure. 

The use of familiar language is a 
useful tool in allaying patient fears, he 
said. He illustrated that it is better to 
avoid “cc” and merely say, “Would you 
mind if I took two ‘ounces’ of the 200 
‘ounces’ of blood you have?” 

In addition to simplicity of language 
the technologist should be reassuring 
and endeavor to put the patient at his 





every possible accident that can occur, 
he observed, they cannot escape the 
responsibility of exercising prudence 
at all times. The degree of vigilance 
required, he continued, frequently de- 
pends upon the professional judgment 
of the individual in charge of the pa- 
tient, but the general norm of conduct 
expected of a reasonably prudent tech- 
nician, nurse or aide will apply in all 
cases. 

Dr. Letourneau concluded with a 
plea for all hospital personnel to be- 
come more acutely aware of their re- 
sponsibilities toward patients, pointing 
out that an informed public is no 
longer indifferent to their rights and 
privileges as patients. He indicated 
further that there is every reason to be- 
lieve that increasingly higher stand- 
ards of care will be expected of and 
imposed upon all hospital personnel as 
the science of medicine advances. 
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ease, he said. A complete and clearly 
stated explanation of what is to be 
done and how it is to be done is usu- 
ally a satisfactory approach, he added. 
Dr. Leonards cautioned, however, that 
a patient should never be told why a 
test is being done. 

He concluded with a word of advice 
that only experience can bestow on the 
technologist a sixth sense of coping 
with patients’ fears; but added that if 
the technologist tries to understand the 
patient’s viewpoint and _ exercises 
Christian charity, he will achieve a re- 
warding success for the patient, him- 
self, the doctor’ and the hospital. 
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ELEGATES to the 14th annual 

meeting of the Conference of 
Catholic Schools of Nursing approved 
a statement supporting continuation 
of the diploma program and requested 
a C.CS.N. study of the costs of the 
hospital school of nursing, using the 
avoidable cost method. These actions 
came at the business meeting on Sun- 
day, the final session of the two-day 
annual meeting held in Detroit, June 
10-11, and followed a program on the 
theme “Values on Trial” in which able 
speakers discussed some of the most 
vexing issues facing Catholic schools 
of nursing and outlined some of the 
newer approaches to nursing education 
in Catholic institutions. More than 
600 persons attended the sessions in 
the ballroom of the Statler-Hilton 
Hotel or the sectional meeting on prac- 
tical imurse education held on Mon- 
day, June 12. 

Sponsorship of nursing education, 
curricula and nurse educators them- 
selves must change if we are to achieve 
the true values of nursing, according 
to Dr. Katherine R. Nelson, assistant 
professor of nursing education, Co- 
lumbia U., New York. She asked for 
goal-directed teaching, not task-ori- 
ented teaching, so that the patient's 
care, where possible, or restoration, 
maintenance and, if necessary, the pa- 
tient’s acceptance of limitation of func- 
tion, may become the focus of nurs- 
ing rather than the discrete tasks per- 
formed toward these ends. 

Some foundation for better under- 
standing of the various educational 
programs in nursing was provided in 
a symposium at the opening ses- 
sion when Sister M. Fenton Joseph, 
C.R.S.M., chairman of the Department 
of Nursing, Gwynedd-Mercy Junior 
College, Gwynedd Valley, Pa. (asso- 
ciate degree program), Margaret E. 
Metzger, director, Division of Nurs- 











OPENING SESSION SYMPOSIUM PARTICIPANTS 


C.C.S.N. MERE THiS 


ing, Loretto Heights College, Loretto, 
Colo. (baccalaureate degree program) , 
Sister M. Jeremy, R.S.M., director, 
School of Practical Nursing, Mercy 
Hospital, Springfield, Mo. (practical 
nurse program), Sister Margaret Ala- 
coque, O.S.F., director, St. Agnes 
School of Nursing, Philadelphia, Pa. 
(diploma program) outlined the way 
in which the respective educational 
program attempts to achieve basic val- 
ues. But Sister M. Calasantia, C.S.F.N., 
associate administrator, St. Mary Hos- 
pital, Livonia, Mich., representing nurs- 
ing service, charged that nursing edu- 
cation is creating problems in hospital 
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nursing services, with great discrep- 
ancy in the ability of graduates of the 
various types of programs and even 
among graduates from the same type 
of program. 

Examples of departures from the tra- 
ditional diploma program pattern were 
presented in a symposium at the after- 
noon session on Saturday. Sister M. 
Arthur, C.S.J., director, St. Mary's 
School of Nursing, Tucson, Ariz., de- 
scribed the program initiated in 1958, 
based on an academic year and op- 
erated on an educational basis, with 
students free of service responsibility. 
Sister Blanche, D.C., director, St. Paul 
School of Nursing, Dallas, Tex., ex- 
plained the plan adopted in 1958 
which involves two years planned en- 
tirely as an educational experience and 
a third year, the senior experience, 
with a second rotation to medical-surg- 
ical nursing, maternity nursing and 
nursing of children. The senior ex- 
perience, Sister Blanche said, is de- 
signed to teach the student “how to 
incorporate her activities into those of 
a nursing unit and of the hospital and 
to plan and direct the activities of a 
carefully assigned number of nonpro- 
fessional personnel in giving nursing 
care to groups of patients.” 
(Continued on page 162) 
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THE PRE-CONVENTION Puchasing 
Institute held at the Statler-Hilton 
Hotel, June 10-11, offering purchasing 
agents and those concerned with hos- 
pital costs the opportunity to learn the 
latest purchasing trends. The concen- 
trated two-day program was both gen- 
eral and specific. It discussed the 
principles of products and department 
evaluation and later reviewed the spe- 
cific advantages and disadvantages of 
contract services, and considered the 
hospital’s vendor relations. 

The opening session of the institute 
analyzed the basic principles of “Stand- 
ards for Better Evaluation.” James J. 
Ritterskamp, Jr., vice-president and 
treasurer, Illinois Institute of Technol- 
ogy, Chicago, IIl., emphasized the chal- 
lenging responsibility of purchasing 
agents to be highly competent and 
aware of the many revolutionary 
changes in modern industry and prod- 
uct development. “Purchasing must 
keep one step ahead to be able to pro- 
vide the necessary materials to meet 
these changes. The purchasing agent 
must be able to reason, must be able to 
come to logical conclusions, must be 
able to innovate, must be able to keep 
abreast of modern developments as 
they occur. Purchasing, in the sixties, 
will demand a person with all the exec- 
utive skills and purchasing skills that 
can be evoked,” he pointed out. 

In keeping with the theme of the 
morning session, Wes J. Budziszewski, 
director of purchasing, Milwaukee 
County, Milwaukee, Wis., presented 
criteria on “Self-Evaluation of the Pur- 
chasing Operation.” He indicated that 
he personally prefers an internal, in- 
dependent self-appraisal of individuals 
in the purchasing department, rather 
than an analysis by an outside agency. 
The self-appraisal is carried out by the 
technique of work measurement or 
task inventory by which the individual 
employe fills out on a form over a 
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period of two to four weeks all the 
various tasks his job entails. He said 
that redistribution of work and work 
rescheduling are the primary results of 
the work measurement. “Another thing 
we can get out of this technique of 
work measurement is areas of weakness 
in our systems and procedures. We 
can find out what the bottlenecks are 
and where the backlog is occurring,” 
he said. He suggested work measure- 
ment as one method of self-evaluation, 
because “management has a right to 
know how well purchasing is doing its 
job.” 

Sister Mary, C.S.C., administrator, St. 
John’s Hickey Memorial Hospital, An- 
derson, Ind., analyzed the economic as- 
pects of standards in “Cutting Costs 
Through Standardization.” Sister urged 
that “the principle in setting up 
standards should be to minimize the 
number of items to conform to the 


“* best usage by the greatest number, to 


a consensus of what product is best or 
more suitable for as long as can be 
foreseen.” She also asserted that “to 
‘direct standardization more effectively 
in its objective of better patient care, 
the hospital should have a patient care 
committee composed of doctors and 
nurses and administrative representa- 
tives who will examine, in the light of 
the patient's present day needs, the 
best use of the hospital’s personnel 
and facilities.” 

The Standards Committee in action 
was described by Omer McDaniel, pur- 
chasing agent, St. Mary-Corwin Hos- 
pital, Pueblo, Colo., in the final morn- 
ing talk. He stressed the fact that “ad- 
ministrators must give full approval 
and backing of the functions and op- 
erations of the Standards Committee. 
Without this backing all else is lost.” 

The specifics of contract services 
were reviewed and debated in the 
afternoon session. Joseph F. Hill, di- 
rector of purchases, Massachusetts 
General Hospital, Boston, Mass., pre- 
sented the “purchaser’s viewpoint.” In 
defending leasing of equipment and 
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PLANNING 


A report on the Schwitalla Symposium on Community Planning sponsored by the 
Catholic Hospital Association and the St. Louis University Department of 
Hospital Administration, May 24-25, 1961, St. Louis, Mo. + Participants: 
Rev. John J. Flanagan, $.J., C.H.A. executive director + Ray E. Brown, 
superintendent, University of Chicago Clinics. + Richard J. Stull, director, 
Health & Medical Administrative Division, Booz, Allen & Hamilton, Chicago, 


Ill. « Harry A. Panhorst, associate director, Course in Hospital Administration, 


Washington University, St. Louis, Mo. 


Louis Block, Dr. P.H., Louis Block 


& Associates, Silver Springs, Md. + Karl S. Klicka, M.D., executive director, 
Hospital Planning Council for Metropolitan Chicago + Delbert L. Pugh, 
executive director, Columbus Hospital Federation, Columbus, Ohio, and Sister 


Rita Clare, C.S.J., administrator, St. Mary’s Hospital, Minneapolis, Minn. 


Moral Responsibility 


HERE IS CONSIDERABLE talk about community plan- 
Tine these days, and a great deal of it is in terms of 
physical facilities. At the same time, however, one should 
not overlook the moral responsibilities and quality of 
service involved in all hospital planning. I am not re- 
ferring to those moral issues with which Catholic hospitals 
are traditionally identified. I am thinking rather in terms 
of the ability to control and manage an institution so as 
to discharge effectively one’s basic moral obligations to 
both patients and the community at large. 

Sometimes I feel that we are too much dedicated to 
brick and mortar and stainless steel. I wonder if perhaps 
we are not putting up too many additions, if we are not 
concentrating our thinking onthe construction of new 
buildings rather than on the type of care that is supposed 
to be given in these buildings. 

Those who visit New York cannot help but be im- 
pressed by the beauty of the United Nations Building. 
But the building has not brought peace; it cannot, for it 
is merely a structure. It is the same with hospitals. We 
can be dedicated to more buildings and beautiful archi- 
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tecture and all the while actually be setting the stage for 
poor surgery and poor care. We can build a dynamic 
structure, only to have it become a haven for second-rate 
physicians or a paradise for those who indulge in split- 
ting fees. There can be gleaming institutions dedicated to 
mediocrity, minimum standards, and the enervating proc- 
ess of compromise with excellence. And these same in- 
stitutions can foster a spirit which leaves the status quo 
undisturbed—"Let’s not ask too many questions lest we 
find something we might have to do something about. 
Let’s not talk about this and maybe it will go away.” 

I am not minimizing the importance of community 
planning or this symposium. I endorse the spirit which 
has brought these speakers together and I most certainly 
endorse their thoughts on this matter. But I ask that 
community planning be set against the background of 
responsibility—a moral responsibility to the patients who 
will be coming into your hospital and to the people of the 
community from whom you will be seeking support. And 
I ask that you never dedicate yourself merely to buildings, 
gift shops, and parking lots. 
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OMMUNITY PLANNING is necessary for several rea- 
tt sons, all of which are directly related to the nature 
and function of the voluntary hospital, its role, environ- 
ment and administration. Quite simply, a voluntary hos- 
pital represents a community's congregation of facilities, 
equipment, and personnel which the individual doctor and 
individual patient cannot provide by themselves. It rep- 
resents a pooled effort on the part of the community to 
do these things together, so as to ensure that each mem- 
ber of the community will have access to these expensive, 
these unique, these scarce facilities, whenever he needs 
medical care. In short, a hospital is a centralized medical 
resource of the community. 

It does not make any difference who happens to hold 
the title to this particular hospital structure or this par- 
ticular piece of land on which it is situated. Ownership 
is not an important consideration in this context, except 
in terms of the responsibility of that ownership to control 
what goes on within the hospital and to secure adequate 
financing for those things that go on within the hospital. 
The point is this: If the hospital is voluntary, then it 
belongs to the community. 

The real question raised by community planning, 
then, is “Under what auspices and in what locations are 
these centralized medical resources to be located?” In some 
towns, they are located under one roof, and community 
planning then remains individual hospital planning. But, 
in many instances, as in St. Louis or Chicago, these re- 
sources are located under many roofs. These hospitals are 
subdivisions of the community's centralized resources and 
facilities, and the community has the right to expect that 
they will be located not only properly but in the right 
numbers and with the right services as branches or sub- 
branches of the community's total resources. 

The voluntary hospital, then, is the community’s 
centralized facility providing those things necessary for 
adequate medical care which the patient and the doctor 
cannot provide for themselves. And the community has 
the right to expect that each voluntary hospital will sub- 
merge its interests in order that the community will not 
be put to extra expense or suffer gaps in service merely 
because people have failed to plan ahead. 

If this concept is true—and I feel it is—then the 
voluntary hospital is an obligated institution. That is, 
the hospital has surrendered its right for complete free- 
dom of choice, for complete freedom to pursue options 
and alternatives regardless of other facilities or needs of 
the community it serves. The voluntary hospital, in the 
light of this concept, has lost a good deal of its freedom. 
It must recognize this. It must recognize that the com- 
munity through financial support and taxes has bought, 
to some extent, its freedom. 

The hospital is obligated in still another way—the 
unique fashion in which it is financed through Blue Cross 
and third party payments. Private decision is no longer 
the order of the day in hospitals. Because the community 
has a right to use its total hospital resources, total hos- 
pital financing has been put on a community or general 
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basis. It does not, for example, make any difference to 
Blue Cross which of the community’s branches of its cen- 
tralized resources the patient chooses. Blue Cross is look- 
ing at the total layout and is asking what is needed to 
soundly finance these resources. And the same applies to 
insurance companies. The very fact that hospitals have 
gone to the general community for money to finance their 
congregated facilities means that the hospitals themselves 
must examine what they are doing in total. 

Over and beyond these considerations, hospitals have 
an obligation to plan within the community framework 
if for no other reason then the fact that they deal in a 
vital service. In our society, because we believe in free 
enterprise, we believe in private decision. But, even 
private enterprises, once they elect to enter a particular 
activity which others could and might have entered, be- 
come obligated—that is restrained in their complete free- 
dom of action. 

Now, the very fact that hosptials are rendering a 
vital service to the community imposes an obligation for 
them to see to it that no gaps appear in that service. The 
hospitals in each community must see to it that, when all 
of them are added together, that community is being 
provided with adequate, efficient, high quality service. 

Another reason why community planning is neces- 
sary is that there is no more complex or volatile environ- 
ment than that of a hospital. Great changes are occurring 
in all forms of hyman activity, all forms of enterprise. 
But nowhere do they occur with such force and breadth 
as among hospitals. I know of no cultural change, no 
economic change, no legal change that does not influence 
a hospital and its.facilities. The very fact that hospitals 
exist within this dynamic environment demands a lot of 
planning—and very long-range planning. It is quite easy, 
for example, for entire neighborhoods to shift away and 
leave hospital facilities unnecessary, unneeded. I do not 
need to tell you how rapid this type of obsolescence oc- 
curs. Nor do I need to stress its opposite, where hospital 
facilities have become over-crowded following a shift in 
population. 

Finally it is only intelligent to plan together as in- 
dividual hospitals. Hospital administration and hospital 
Operation are not games of solitaire. What you do vitally 
affects me, what I do vitally affects you. 

Administrators need to plan together, if they are to 
persevere. What another administrator or hospital does 
to you can put you in dire straits, can leave you mislo- 
cated, can involve you in sharp competition. As a matter 
of fact, this last point—competition—has much to do, I 
feel, with the problem of low quality service. As long as 
doctors can step across the street to another hospital to 
practice the sort of medicine they please, then how can an 
administrator require and enforce the standards of quality 
he wants in his hospital. If there is ever to be any build- 
ing of quality, then it must be built with codperative 
planning, for competition quite simply leaves a hospital 
helpless. Standards of care depend upon the extent to 
which an administrator can enforce them, and an ad- 
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ministrator cannot enforce standards with empty beds. 

What is required, then, is that the administrator 
defeat his own personal ambition and redirect that won- 
derful thing called aggressiveness in the interests of being 
a part of the whole community picture. He must sub- 
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OMMUNITY PLANNING represents an effort on the 
part of some form of representation to appraise the 
over-all needs of a particular area and to determine how 
these needs can be met in the most effective and economi- 
cal manner by existing and future facilities and programs. 
It is mot a substitute for good institutional planning. But 
it is an attempt, based on a recognition of the growing 
interdependence of all health services, to integrate the 
planning of each of these institutional programs within 
a broader scheme which will enable all institutions and all 
resources to serve the best interests of a particular area. 
Community planning involves four basic problems: 
1. The formation of a representative planning body; 2. 
the composite evaluation of community needs and expec- 
tations; 3. the composite evaluation of the practical al- 
ternatives that will meet these needs and expectations, and 
4. the development and maintenance of codperation 
among hospitals and other health resources relating to the 
support of the community planning body. Community 
planning is much more difficult than institutional plan- 
ning. It involves greater responsibilities and it has more 
far reaching consequences. It requires an extremely high 
level of mutual understanding and agreement, and it can- 
not be successfully accomplished on the basis of a super- 
ficial political accommodation. 

There are four characteristics of good planning which 
are equally applicable to institutional and community 
planning. First, planning must be orderly; it must move 
reasonably from defined objectives to programs for 
achievement of its goal. Planning also must be definite. 
It is not a misty thing; its results must be tangible. Third, 
planning must be dynamic. It must take into account 
changing professional and environmental conditions as 
well as new developments, and it must make correspond- 
ing adjustments to accommodate these changes. Finally, 
planning must be action-oriented. It is not an end unto 
itself; it 1s a means to achieve an end. It must lead to 
effective action and positive accomplishment, for with- 
out action there is no meaning to planning. 

Now, to be successful in community planning, all 
those who participate in it must recognize that its judg- 
ment demands some form of sanction beyond mere moral 
suasion. The planning group or agency must be recog- 
nized as having the authority, even if only implied, to ap- 
prove or disapprove plans of individual health units and 
resources. And this means having the authority to en- 
force its decisions either in the form of incentives or 
penalties. 

The hospital’s stake in such a program of community 
planning can be summarized thus: Any chance or rational 
control a hospital may have over its future destiny de- 
pends on its ability to plan its own growth and develop- 
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merge his properly selfish interest to have a highest 
quality hospital and aggressively work in league with 
other good hospitals in the community to ensure a bal- 
anced system; to ensure that what other lesser hospitals 
do will not have a disastrous impact on his own. 


Richard Stull 


ment and to achieve this while at the same time serving 
the needs and best interests of the over-all community. 
This requires community planning. For, unless hospitals 
and related services can collectively make available to 
each patient the full benefits of medical progress on the 
basis of his medical needs; unless they can demonstrate 
that this is so, that each service made available to each 
patient is worth what it costs; unless they can communi- 
cate this information convincingly—then the responsi- 
bility for basic planning will be transferred increasingly 
to governmental or semi-governmental regulatory agen- 
cies. In order to avoid this ultimate abdication of respon- 
sibility, hospitals must codperate with organized planning, 
in which those who operate these facilities can participate 
intelligently. 

Community planning invariably raises the question 
of competition among hospitals. This problem has been 
discussed quite a bit, and I believe there are two sides 
to it. 

In a business sense, competition between and among 
hospitals is probably one of the greatest deterrents to 
effective health service in the community. As such, it is 
one of the most compelling reasons for instituting some 
form of voluntary or compulsory community planning. 
This competition in many communities is like a minia- 
ture international arms race—you add more beds, we add 
more beds; you add cobalt, we add cobalt; you add iso- 
topes, we add isotopes: The public be damned and the 
third party will pay the costs. 

While this type of competition is to be condemned, 
it is important to realize that hospitals many times are 
forced to enter into it precisely because of pressure from 
diverse interests—from the medical staff, who desire these 
special services for their patients; from community 
groups, who feel that their hospitals should have all the 
services that other hospitals have; from various religious 
agencies supporting the hospitals, who feel a personal 
competitiveness; and from the donors, who regard the 
hospital as a lasting tribute to their personal beneficience. 

There is another sense, however, in which hospitals 
are and should be properly competitive. This is in refer- 
ence to their ability to satisfy both patients and physicians. 
They do have and must maintain a vital interest in their 
ability and reputation to provide high standards and high 
quality of service at the lowest possible cost. Community 
planning places a limit to this competition. It must, or 
meeting the over-all needs of the community in the most 
effective manner will be endangered by compromise. 

The distribution, use and financing of today’s fa- 
cilities will shape the institutional medical and other 
health resource programs of tomorrow. Hospital admin- 
istrators must plan today to keep pace with new advances 
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and a world environment which will differ significantly 
from what we are now experiencing. They must be 
visionary and flexible, not bound to community plans 
which will in future years become administrative straight- 
jackets. They must even now provide sound, yet flexible, 
guides which will permit future programs that the public 
not only will demand but can reasonably be expected to 
support. 

The organization of a community planning board, 
then, is most important. This organization will vary, de- 
pending on the agencies involved. I have seen examples 
in many cities where the local or area hospital council has 
provided leadership in the organization of community 
planning. In other cities, civic leaders have fostered the 
development of a planning group. In all cases, the key 
to success has been the ability of the group to get effective 
results from its efforts. 

In order to organize for good planning, it is essential 
to get the support of the power structure of the com- 
munity. Within a city area, if the trustees or advisory 
board members of the participating hospitals include ade- 
quate representation of effective leadership in the com- 
munity, then a planning agency based solely on these 
representatives may meet the community problem. How- 


Local and State Level Planning 


ATHER THAN COMING OUT with a series of positive 
R statements regarding community planning on the 
local and state level, I should like to raise certain ques- 
tions that might help to define more clearly the nature 
and scope of the problems to be encountered here. 

First, there is the problem of the right to dissent 
among hospitals participating in community planning. 
If community planning is as good as has been claimed, 
then why should hospitals be concerned about their right 
to dissent? Do hospitals fear that they will be selling 
their birthright? Will the individual institution be will- 
ing to stand for the inroads of some over-all community 
group? What will happen to experimentation in medical 
research in various institutions, which has resulted in the 
highest calibre of medical care available in the world 
today? References already have been made to the im- 
portance of medical staff support, but how are they to be 
brought along with the hospital? Is there any evidence 
that patients today are not receiving adequate care under 
the presently existing hospital system in this country? 
What is going to be the effect of all this on the hospital 
board of trustees, and what will be their own reaction? 
I think at the present time that hospitals might have some 
trouble selling their boards on this idea; their retort will 
probably be: “I’m not so sure you don’t want us to be- 
come merely innkeepers.” 

Second, what is to be the nature of these “codpera- 
tive efforts?” I am thinking now from the viewpoint of 
the administrator. I can see, for example, where purchas- 
ing in community planning would have a wonderful ef- 
fect. I can also see where it is foolish for two hospitals 
in the same close area to have great big costly heart-lung 
machines. Everytime one hospital cranks up the pump, 
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ever, when there is a lack of codperation among hospitals 
or a lack of clearly defined community leadership, then 
it will be necessary in most cases to include wider repre- 
sentation from other groups. 

Of course the formation of a widely representative 
group does not automatically assure responsible action. 
One thing is certain though. If hospitals themselves do 
not take the initiative or are unsuccessful in their efforts 
to develop codrdinating plans, other interests and groups 
will take up the job. There is already ample evidence 
that this can happen, even in legislation. Let there be no 
mistake. If let go by default, decisions affecting each 
individual hospital and the whole future character of vol- 
untary health care in communities will be made by groups 
and individuals outside the hospital. 

One final point. In any community planning ven- 
ture, the active support and participation of the local 
medical society is of prime importance. For, in the last 
analysis, all hospital planning both individually and on 
a coérdinated basis has meaning only if it facilitates the 
services of physicians and others in the care of the sick. 
Planning is fundamentally involved with the future or- 
ganization of institutional medical care, and each will 
serve in the other's destiny. 


Harry Panhorst 


$900 goes down the drain. True, a youngster’s life is 
being prolonged, where four years ago he would have 
died of a congenital heart defect. But, here is another 
institution in the same town doing the same thing. Just 
who is paying the cost? Will small institutions be dis- 
couraged by community planning? What about nursing 
homes and their present status; where do they fit into 
this picture of community planning and over-all medical 
care? 

How about medical services under community plan- 
ning? Would it be best, for example, to designate certain 
institutions in a community as rehabilitation centers? I 
can see where this would be wonderful as far as the re- 
cruitment of hospital personnel is concerned. There would 
be no fighting each other with nurses salaries, and hos- 
pital policies might be standardized somewhat. As it is, 
hospitals are just beginning to catch up with the idea of 
a 40-hour week, and I understand that in some hospitals, 
particularly private institutions, employes now work a 
37-hour week. 

A more difficult aspect of this problem of “coépera- 
tive efforts” is this whole business of medical research. 
Should research projects be combined? Is it wise for 
medical services in St. Louis, for example, to be running 
in competition against research projects in Kansas City or 
Chicago? And how about the patient? Is he to be con- 
sidered a whole individual and cared for as such, or is one 
part of him going to be treated at one hospital, and an- 
other part of him treated at a hospital 10 blocks away? 

A third problem which must be considered is the 
effect coérdinating services within a community will have 
on existing services and facilities. For example, should ex- 
isting hospital buildings be altered ‘and what will be the 
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cost? Or should the old structures be abandoned entirely 
and all new facilities built? How is the public to be edu- 
cated to this community planning? And what about 
hospital training programs such as schools of nursing? 
Who is going to carry the cost of these? Should this cost 
be allocated to all hospitals? I might answer this last 
question by saying that I would be all in favor of such. 
Right now, in the state of Missouri, there are some 180 
hospitals and 32 schools of nursing, which means that 150 
hospitals literally are free-loading. But will all of them 
be paying the costs of schools of nursing under com- 
munity planning? What about proprietary hospitals? Is 
it even legally possible to move in on these people and 
say, “This is what your hospital is going to do?” From a 
positive viewpoint, I would answer yes to this question 
also. I think the financial success of United Fund drives 
in various communities shows what can be done. But, 
again, will hospitals be more efficient in this type of over- 
all community organization? 

What about VA and governmental hospitals? It is a 
well known fact that the VA per diem cost is higher 
than the voluntary per diem cost. Are these V.A. hos- 
pitals to be brought into community planning? 

Another problem to be studied is the possibility of 
legislative action to enforce community plans. I under- 
stand that a law has been passed in California putting 
some restrictions into the Hill-Burton Act for the alloca- 
tion of funds. If it is indicated that no general beds are 
needed in any certain area, that is it—no funds are 


Individual Hospital Planning 


HE ROLE OF INDIVIDUAL hospital planning in relation 
Be community planning raises a serious question: 
How can one distinguish when community planning stops 
and individual hospital planning starts? Already there is 
developing a concept of acceptance among hospitals that 
community planning provides every basis of information 
and direction needed for their own individual present and 
future decision making. This is a dangerous concept. 
Many hospitals are quite willing to shuck their responsi- 
bility by virtue of this concept of all-out acceptance. 

For me, the value of broad community studies is in 
their provision of a basic guideline which is sufficiently 
flexible but within which decisions relative to each hos- 
pital and its programs can and . ust be made. Such stud- 
ies do not provide the kind of detailed information 
needed by any one hospital to establish its own future 
role within the community. Their real value in com- 
munity planning is that they assist each hospital in co- 
Ordinating action toward a long-range service and facility 
program providing care within a given area. 

An individual hospital study differs from a com- 
munity study in that it helps determine the leadership 
role the individual hospital itself should undertake as 
well as the areas of service it should emphasize. Without 
an individual study, it will be difficult for that particular 
hospital to determine whether it is to become (in the 
normal accepted sensé of the word) a community hos- 
pital concentrating almost exclusively on direct patient 
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available. But, is this what hospitals want? And how is 
state legislation to be balanced among the “have” and 
“have-not” areas? In Missouri, for example, there are some 
four or five “have” areas, but there are some 20 to 25 
counties where there is no hospital at all. In four coun- 
ties, more than 50 per cent of the population is receiving 
some type of governmental aid checks. What is to be 
done with these people and how will they fit into the com- 
munity planning picture? Can legislation eradicate this 
soft spot? 

In summary, I would like to phrase one final ques- 
tion. Do we want to fit our individual institutions, with 
all their weaknesses, inefficiencies and duplications, but 
still masters of their own souls, into a large community- 
wide, pre-ordained plan, in which each unit will have a 
particular role to play and where more regulation 
(whether voluntary or governmental) will be necessary? 
One of the speakers at a 1959 workshop in Chicago ob- 
served that “the voluntary principle is consistent with our 
democratic system and it would, therefore, probably be 
unpalatable to establish rigid controls of construction. 
However, some leverage is necessary, either through or- 
ganized persuasion or through some scheme that can 
demonstrate effectively to the public the consequence of 
improperly located and poorly planned facilities.” I do 
not think that any one can argue with this statement. I do 
wonder, however, about the phrase, “organized persuasion 
or through some scheme.” Can this be reached without 
hospitals sacrificing some of the rights they have today? 


Dr. Block 


care, or whether it is to move into the so-called medical 
center type hospital with a triune emphasis on education 
and research as well as patient care. 

The community study does generally point up over- 
all areas of deficiency—who is now doing what, and what 
is not now being done. I strongly feel, however, that it 
cannot and should not dictate or delegate what should be 
done without taking into consideration the desires and 
plans of the individual hospitals. Such a course of action 
would violate every principle of leadership. What bothers 
me is that, in attempting to lay out a rigid and detailed 
plan or program, you cannot at the same time lay out, in 
a sense, the accompanying leadership that it requires. 

The responsibility of the individual hospital and its 
leadership in relation to community planning is all im- 
portant. I feel that the hospital service of a community, 
in terms of its over-all community planning, is no better 
than the sum of the individual hospital planning pro- 
grams that make up the community picture. 1 know that 
many colleagues in this field feel a sense of frustration 
when others place them in a position of providing not 
only guide lines, but directions for every movement. 

It is extremely difficult to cut the cake and say that 
this or that part of planning is entirely separate from 
and devoid of individual hospital planning. Too often in 
the near past, what has happened is that community plan- 
ning has focused on duplication of services and numbers 
of facilities. It has not worked together, in the real sense 
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of the word, in stimulating individual hospital leader- 
ship to recognize that hospital administrators in their own 
boards and groups have a responsibility to back com- 
munity planning as long as it continues to provide a basic, 
flexible guide line directed toward’ the total good of the 
community. 

I would like to comment upon some of these areas 
of mutual interest between community and individual 
hospital planning, and pose some problems, both current 
and future, which must be resolved. It must be stressed, 
however, that hospital administrators should not merely 
look to their community planning groups for solutions 
to these problems; rather, they must work with these 
groups. For, if hospitals themselves do not provide the 
answers to these problems, then nothing will be accepted, 
nothing will be accomplished. 

One of these problems is the idea that hospitals are 
private interests. They are not necessarily. Despite their 
autonomy, individual hospitals are as essential to a com- 
munity as any public utility. 

Another problem is the real inability of hospitals to 
crystal ball medical advances in detailed, well-timed legis- 
lation. As a result, there is an awful lot of hedging by 
both individual hospitals and community planning groups. 
Sometimes I wonder whether or not all this fence sitting 
might not be because we are afraid we might make a mis- 
take. Whatever the reason, it is difficult to arouse public 
interest in hospitals, other than for fund raising. In a 
sense, hospitals themselves are primarily to blame for 
this, since their attempts to reach the public have been 
primarily confined to raising money. 

The impetus and impact of the aged population on 
hospitals is another problem to be faced. We still do not 
know (and won't for some time) whether hospitals will 
be dividing themselves into related types of units, or 
whether we ultimately will swing back the pendulum and 
say a general hospital is a general hospital precisely be- 
cause it does everything for everybody. 

The redevelopment patterns occuring in metropoli- 
tan areas and the move to suburbia also pose definite prob- 
lems, forcing a change in the individual hospital’s con- 
cept and approach to health needs as well as the concept 
and approach of the community planning groups them- 
selves. There is the problem, for example, of distinguish- 
ing the respective roles and merits of the in-town medi- 
cal center and the suburban hospital. I do not think the 
problem has been answered. A lot of cliches and a lot of 
feelings have been expressed, but the battle is going to 
go on until the individual hospitals recognize that they 
must sit down and develop their own leadership plans 
and roles, so that what they do finally will fit into this 
coérdinated picture which we have been talking about 
for 15 years and still have not achieved. 

Another problem affecting individual hospital plan- 
ning in particular is a rapidly increasing obsolescence 
which is forcing a total change in capital programming 
concepts. The philosophy of capital programming in the 
past has been that once a structure is there, it is sup- 
posed to stay there. It has been stamped with tradition. 
You can expand it, you can put a new front on it, but 
you do not move it and you do not get rid of it, because 
money was put into this thing with depreciation set at 
two per cent per year, and therefore it had better last 50 
years. Hospital boards and directors are going to have 
to change this whole concept of capital programming. 


94 


In addition, they simply are going to have to be a 
little more cognizant of the relationships among good 
design, functional patterns, and costs of operation. In- 
dustry has found that it is far cheaper to junk something 
if, in the long run, it is going to cost more to operate it, 
especially when the savings alone from junking it could 
pay for any capital program within a matter of 20 years. 
Hospitals, however, continue to blithely cut across this 
whole area of costs of operation in. their planning pro- 
grams. 

Another factor which affects not only the individual 
hospital but the community group as well is the unwill- 
ingness of hospital leaders to view their individual pro- 
grams in the light of a community program that already 
has been laid out for it. It is not unusual for a hospital 
leader involved in community planning, when he gets 
back to his individual hospital, directly or indirectly to 
scuttle the whole thing simply because he wants to be 
there “firstest with the mostest.” This is the kind of 
thinking which hampers individual hospital relationships 
within a community plan. 

The all-too-ready acceptance of an optimum level of 
operation presents another problem. Hospitals still tend 
to use a standard ratio pattern without any real evaluation 
of what are pressures and what are not pressures. This 
again points up the value of the teamwork approach to 
planning. For, when an individual hospital attempts to 
jell its programming into something definite before ever 
communicating its idea to the people involved in com- 
munity planning, the result invariably will be a clash of 
opinions rather than mutual agreement as to what should 
be done. 

No matter what is being planned, it will be worth- 
less without implementation. The purpose of planning is 
to put a program into effect. And that program must be 
an action program, vital and continuing. A hospital which 
has underwritten community planning but continues to 
look upon its own individual planning more or less as a 
one-shot deal is making a mistake. One cannot plan with 
the idea of then relaxing for 10 years and moving away 
from it. This would be the most senseless, most useless 
type of planning that could exist. Individual hospitals 
have got to realize that it is they who must provide the 
impetus, the background, the material and the informa- 
tion necessary to permit continuing, on-going planning. 

There is another reason why community planners 
and individual hospitals need to work together, and that 
is so that both will be better able to cope with pressure 
groups. Pressure groups cannot be ignored. The minute 
a hospital or community organization reaches into what 
these pressure groups feel is their realm or their pocket- 
book, the diverse patterns in pressure groups will begin to 
jell in an effort to influence and affect both individual 
hospital programs as well as community plans. This is 
particularly the case when the development of new fa- 
cilities is concerned. The individual hospital and the 
community planners must not allow themselves to be sold 
a bill of goods merely because of outside pressure groups. 
Before there can be more bricks and mortar, there must 
be an adequate preparation of resources, the training of 
personnel, the development of education programs, and 
a total uplifting of both the kind and quality of patient 
care. 

The point is this: What is part of community plan- 
ning is also part of individual hospital planning. 
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The Influence of the Medical Profession 


O ONE IS GOING to get anywhere in this business of 
N planning, unless the codperation, understanding and 
enthusiastic backing of the medical profession is obtained. 
This is serious and it is difficult. But, it must be kept in 
mind that doctors are those who order care for their pa- 
tients and, as such, represent the largest purchaser of 
hospital services. 

What do doctors expect and want from their hos- 
pitals? Well, they want their hospitals to be compre- 
hensive, they want them to be available and promptly so. 
They want the services to be rendered with the highest 
of skill, and they want these services priced as low as 
possible, even lower. They want their hospitals to be 
convenient to themselves and their patients, with more 
than adequate parking facilities. They want their hospitals 
to employ highly competent house staffs as well as gen- 
eral professional staffs in the laboratories and x-ray de- 
partments. They want their own paper work and the 
number of meetings that they have to participate in kept 
at a minimum. And, finally, they want everybody to 
understand their problems, the biggest of which is hav- 
ing all the beds they want when they want them. 

Now, the enlightened physician realizes that all of 
this cannot be provided for him easily. The enlightened 
physician recognizes that in order to obtain these things, 
he himself must contribute something—he must codper- 
ate with the planning of the hospital and the planning 
of hospital facilities for his community. He exercises 
patience, knowing that these things cannot be provided 
for him overnight and that others have problems, too. 
He realizes that he must try to understand, even as he 
seeks understanding for himself. 

The enlightened physician is aware of the problem 
relevant to this business of avoiding the duplication of ex- 
pensive facilities, but he will accept this as a principle 
only if he has access to the use of these facilities, no 
matter in which hospital they may be located. He wants 
all facilities to be well run, he wants them convenient 
and the charges for their use to be fair. 

Many physicians, today, are willing to participate in 
community hospital planning. They see the concept and 
they see the need. This is so, because physicians are cost 
conscious. They hope that in good planning, some ef- 
fective breakthroughs in this whole problem of costs can 
be made. 

Of course, there will be many physicians who will 
not wish to codperate. How do you get their codpera- 
tion? There are many techniques. The most effective way 
is to try personally to convert the physician, or to find 
another physician who already has been converted by 
someone (who trusts you and whom you can trust) to 
try his hand at it. This is the best solution. You need a 
strong dedicated physician on your staff to work with 
you and your advisory committee to accomplish what you 
need to accomplish in this business of planning. 

Medical staffs have to be careful too. They must not 
aggravate fellow members of their medical staff either as 
individuals or groups, lest they precipitate difficulties or 
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break-aways. And these break-aways, if you will, are the 
potential problem makers for community planners as de- 
velopers of proprietary hospitals. 

There was one physician, for example, who practiced 
five years in a Chicago hospital. Two years ago he lost his 
staff privileges in that hospital. When I asked the ad- 
ministrator of the hospital why, he was a little sheepish 
about it. He said, “Well, just between you and me, I 
think it was because of some of the country-club rules 
that we have here governing our medical staff.” “That 
same physician recently announced that he is going to 
build his own 270-bed hospital—in an area in which it is 
not needed. : 

Another example is a physician who also interned 
in Chicago. He thinks himself much better than he actu- 
ally is and is incensed by the fact that he is unable to 
secure full surgical privileges in the hospitals where he 
wishes to work. Mind you, all this man has had is an 
internship and some unrecognized training in a few hos- 
pitals. He is presently building his own 250-bed hospital. 

The medical profession as a group has not yet come 
to grips with this problem of proprietary hospitals. And 
this is one of the reasons why in the Hospital Planning 
Council for Metropolitan Chicago we are going to great 
lengths to bring the medical profession in. But it is a 
new concept. When the Council was organized two and a 
half years ago, the Chicago Medical Society was invited 
to come in. But by the time I joined the Council, this was 
the one group which still had not yet accepted member- 
ship. The Council is responsible for six counties around 
Chicago, yet it has neglected to take in as membership 
groups the county medical societies of four of these 
counties, although it is now in the process of doing so. 
The point is this: Through experience a metropolitan 
planning council has finally come to recognize the real 
need for the support, understanding, and help of the 
medical profession. 

The largest single problem regarding the influence 
of the medical profession in community planning, then, 
revolves around this need for and willingness of doctors 
to supervise and work with others as well as to accept 
supervision. This is the heart of the matter, for if there 
is no measure of quality and care in individual hospitals, 
then planning for these hospitals and the community 
becomes doubly difficult. 

What does this entail? It means that medical staffs 
must not be run on a country club basis. A physician 
should be accepted for practice if he lives and practices 
in a community; he should be dropped only for a definite 
cause. Medical staffs also must stop living under the 
seniority provisions typical of labor unions; if a hospital 
is a community hospital it belongs to the community, and 
the physicians in the community must be treated equally 
and impartially. Privileged classes among physicians must 
be discouraged. Quality work, ethical conduct—these 
should be the measure of a man’s work, and not his race, 
color or religion. 

How about doctor's offices? Many like to think they 
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should be adjacent to hospitals, and we think that this 
should be encouraged because it creates a whole atmos- 
phere of medical center care. The hospital is the center of 
health facilities. My personal opinion, however, is that 
these facilities should be controlled by hospitals. I feel 
that diagnostic work done in the lab and x-ray depart- 
ments should not be permitted to develop in such a way 
that it is in competition with the hospital’s own serv- 
ices. Diagnostic services are built up in hospitals to serve 
inpatients. For economic reasons they are made availabie 
to outpatients. Doctors, if they are shown the real eco- 
nomics of this picture, will support the hospital in this 
matter. I think the pathologists and radiologists also will. 
All they want is proper contracts and proper security so 
that their income is equivalent to other physicians prac- 
ticing in the community with their own aids and their 
own equipment. 

Never finance such a building, however, through 
public contributions. One hospital in the Chicago area, 
when it recently announced its plan to develop such a 
facility, neglected to indicate that it would be financed 


completely independent of the over-all program. The 
question was immediately raised by industries and firms 
approached for contributions: “Why are they asking us 
for money to help them build a money-making facility?” 
In this respect business is quite sophisticated. There is 
no need for buildings like this to be supported by public 
subscription. I caution you against it. 

The wishes of the medical staff should be dealt with 
through subcommittees or executive committees. With 
understanding and patient guidance, you will find that 
most of their demands can be modified from unreasonable- 
ness to the point where they are reasonable. It is a big 
help, too, if all of these doctors are informed of and 
helped to understand the short-range as well as long-range 
objectives and program of the hospital. 

Quite simply, if each request of the medical staff is 
evaluated in terms of its relationship to the basic ob- 
jectives of the hospital, most final decisions will be cor- 
rect. For this imparts a standard, a measure, a guide, a 
direction. And it is along this path you should be travel- 


ing. 


Advantages of Adequate Planning 


REPRESENT a community (Columbus, Ohio) where we 

have labored and worked with planning, some of 
which we take pride in, some of which we do not. So I 
am going to speak not in theory, but in facts. 

Since 1948, we have spent more than $70 million 
in a total program of reconstruction, rebuilding, and ex- 
pansion in the community. The job we have done in- 
volves three Catholic hospitals, one Methodist hospital, 
one university medical center, one county-operated TB 
hospital now in the process of conversion, one county- 
operated long-term hospital, and other community hos- 
pitals incorporated for non-profit. 

As a result of this organized planning, I feel that 
we have found a better utilization of services not only in 
beds, but in all services. In Columbus, for example, we 
can operate on a ratio of 84.4 per cent occupancy and a 
factor of utilization between 38 and 42 per cent. We can 
operate our medical and surgical sections up into the 90 
percentile and do it very comfortably, working as we do 
on a community-wide basis with a chance for equaliza- 
tion, distribution and care in our services. 

We have found that data can be centralized on a 
community-wide basis, where it is impossible for a single 
hospital to come up with these over-all figures. I think 
we can expect now the avoidance of unnecessary dupli- 
cation of expensive and seldom used services. And I think 
we can expect a bridging of gaps in services for special- 
ized care, such as chronic, mental, rehabilitation, etc. For, 
when you look at a community from an over-all vantage 
point, it only stands to reason that it is easier to spot 
deficiencies and make plans for programs to overcome 
those deficiencies. We have had the opportunity to apply 
criteria for measuring our own hospitals, and we have 
had the opportunity to bring into full use the total serv- 
ices of the community. 
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Because of this broad program of organized plan- 
ning, we are able to utilize off-street commission services 
for parking vehicles, because a vehicle parked in the 
area of the hospital is off the street. We have the oppor- 
tunity to take better advantage of slum clearance and 
neighborhood redevelopment projects. We certainly are 
in a position to know the intended routes of expressways 
and interchanges in relation to our existing plans or new 
plans for the future, and we can better work with traffic 
control departments with this over-all picture of the 
community. 

These are a few of our results. There are others 
which may be expected. For example, community plan- 
ning should bring an improvement in medical staff un- 
derstanding and support within the individual hospitals. 
I would also hope that, working together, hospitals them- 
selves will be able to elevate their own standards. We 
have found already in a number of communities where 
organized planning is in effect that standards within the 
group have just naturally been lifted through group discus- 
sions and comparisons of notes. 

Community planning will bring better inter-hospital 
relations and give each hospital administrator a deeper 
sense of belonging to the community. In addition, it will 
provide hospitals as it were with a third party to do their 
selling to the community for them, helping the com- 
munity to realize and appreciate the full extent of hos- 
pital service and the continuity of patient care. 

Now, these results are influenced by various factors. 
The planning agency and its ability to produce is the 
number one factor. Others are: The acceptance of all 
hospitals by the public, the number and calibre of laymen 
behind the movement, and the plan itself—is it well- 
organized, is it practical, is the target within reason? 

This last is most important. Too many surveys are 
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being made at tremendous costs, only to be put back on 
a shelf and never used. In one community, $30,000 was 
spent on a survey, which then was shelved. Four or five 
years elapsed and someone said, “Well, I think we should 
resurvey the situation.” So another $30,000 was spent 
and that survey too was put on the shelf. Finally, the 
surveys were brought out and an argument began over 
which of them was the most practical to apply. About 
that time the United Appeals, which had put up the 
$60,000 so far, said, “No more.” 

The point is that plans have to be well-organized and 
the target within reason. For a person to survey a me- 
dium-sized community and say, “Well, hospitals here need 
an expenditure of $80 million to correct the situation,” 
would make the average businessman fall flat on his face. 
Whereas, by phrasing the objective in different phases— 
so much this 10 years, so much the next 10 years, etc—it 
looks more reasonable. 

Another important factor influencing the results of 
organized planning is codperation. Are all the hospitals 
willing not only to accept the premises laid down by the 
community plan, but also willing to take off their coats 
and work in behalf of that plan? There are hospitals 
which try to get by with mere lip service. This is a mis- 
take. A plan is being superimposed on them, without 
them being a part of the plan. 

In this matter of planning, it is particularly im- 
portant for Catholic hospitals to have a good board of 
trustees and advisory board, not only from the internal 
standpoint of the individual hospital but also in terms of 
its relationship with the over-all community situation. I 
know that I would not want to operate a hospital with- 
out a strong board of trustees able to match community 
leadership. Good planning needs the counsel and ad- 
vice of businessmen, administrators, and professional peo- 
ple across the line. As one hospital sister once observed, 
“You can have a good advisory board, but how you use 
them is the crux of the situation.” 

In community planning, there is no single set of cri- 
teria which can be applied to a given situation. If your 
community begins talking about 4.5 beds per 1,000 pop- 
ulation, just remember that no rule of thumb can be 
applied which will fit every community. Columbus, for 
example, right now is operating on the basis of four beds 
per thousand population, and in six months will be op- 
erating at 4.1 beds per thousand and then move back 


The Role of Catholic Hospitals 


IHE TIME HAS COME when Catholic hospitals must 
‘hee into the community, join a planning group and 
participate in other programs. This is very important, 
for Catholic hospitals in the past have regarded themselves 
as quite self-sufficient. They have pretty much stayed 
within their own shell, not going out to seek help from 
anyone. But, now it has become necessary for Catholic 
hospitals to plan intelligently on the community level. 

As has been noted, community planning is not a 
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to four beds per thousand again. You see, it is a wee bit 
underbedded. In another community where we have been 
working, however, we already have advised that it go 
slightly over the four bed per thousand ratio. 

As for entering united fund campaigns, I think hos- 
pitals should be very cautious about any percentage ar- 
rangement for distribution of funds. If the campaign falls 
short of its goal, the hospital under a percentage arrange- 
ment may well find itself with insufficient money to meet 
its needs. I think that hospitals should make sure that 
their planning body does an orderly job of measuring 
sources of income and that these sources be measured dur- 
ing the time of the planning. 

I also would urge Catholic hospitals not to sit back 
and wait until they are part of a united community plan- 
ning instrument. Instead, keep moving progressively for- 
ward with your plans, as long as they are definitive and 
your objectives firm and practical. Be cautious of bor- 
rowing. If you do need to borrow to complete your budget 
in a united campaign effort, make sure that the ratios of 
all hospitals are kept rigidly in line so that you are not 
borrowing on a higher ratio than you can take care of in 
your own situation. 

Make sure that uniform agreements are put into 
effect, both as regards planning and central financing. All 
discussions and acceptances between your hospital and 
the planning committee should be in writing. All meet- 
ings should have stenographic coverage. Make no under- 
the-table or verbal commitments. 

Make sure that all plans and objectives are thor- 
oughly understood by the bishop of your diocese, the 
diocesan director of hospitals, your motherhouse and your 
lay board. In other words, do not get yourself down to 
the final stages of the program only to find that there is 
disagreement along the line. Keep in mind that your 
bishop may say, “I have charge of the religious in my 
diocese,” and keep in mind that businessmen might see 
the bishop and his statement in a slightly different light. 

I would say that hospital membership councils, as 
such, have no business trying to enter into a planning 
situation. If you are in a community where planning is 
promulgated by that type of council, I think you should 
be extremely cautious. At the same time, remember that, 
if hospitals do not take the initiative in community plan- 
ning, others will . . . perhaps to your embarrassment and 
harm. 


Sr. Rita Claire 


substitute for good institutional planning, but it does 
become necessary whenever the health needs or expecta- 
tions of a community are not being adequately met 
through the voluntary coéperation of existing institutions. 
Any proposal to develop a community planning agency, 
therefore, should be based upon a realistic diagnosis of 
existing situations. The reasons why community needs 
have not, are not, or are not likely to be met in an ac- 
ceptable manner should be identified. The diagnosis 
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may indicate a lack of facilities and services, a surplus of 
facilities and services, a poor distribution of facilities and 
services, obsolescence, or the danger that these conditions 
will develop before appropriate action can be taken. 

The nature and scope of these problems and the need 
for developing a community planning agency varies with 
the size of the community and its relationship with other 
communities. There may be some communities that do 
not have hospitals and in these cases the first step is to 
determine whether this particular community is large 
enough or sufficiently distant from another community 
having a hospital to justify the construction of a new 
hospital. The importance of this is illustrated by the 
number of small hospitals sprouting up all over the 
country and the difficulty they have experienced in ob- 
taining the type of personnel needed if they are to give 
adequate care to their patients. For, regardless of the size 
of a hospital, it must be remembered that its main pur- 
pose is to give good care to patients, because the patient 
is the center of all hospital care. 

Can a community be more effectively and economi- 
cally served by a new hospital than it can by an existing 
one in an adjacent community? This is something which 
must be studied and worked out so that community 
funds will not be spent building a new hospital, when 
expanding some of the services in adjacent community 
hospitals would serve as well or better. If a new hos- 
pital can be justified for a community which does not 
presently have one, then the only community planning 
effort required is that needed to establish such an in- 
stitution. 

On the other hand, if the needs of the community 
are being met in a way that is satisfactory to all members 
of the community, then the only effort that the planning 
agency need make is to persuade the existing institution 
to meet all the needs of the community, and this can be 
accomplished simply by enlarging the hospital and for- 
getting about a second one. 

Now, in a community with two or more hospitals, 
the need for separate community planning agencies does 
not arise until and unless the existing hospitals are unable 
to meet the need of the community in an effective and 
economical manner. It is essential to recognize that every 
hospital is in itself a community planning agent; it is a 
trusteeship for the benefit of the general public, and, 
within the meaning of voluntary effort, it is a repre- 
sentative public service body. There is no need for any 
other form of a representative body until and unless there 
is a failure to serve the needs of a community. If there 
is a failure to make adequate facilities and services avail- 
able, if there is a duplication of specialized facilities and 
services which cannot be fully and economically utilized, 
if there is a development of excessive facilities—then 
sooner or later the need for the development of separate 
planning agencies will be recognized. A hospital should 
not build new facilities just because the hospital next 
door or the hospital down the street has these facilities. 
Many hospitals today like to have electrocardiagrams; all 
want to do elective surgery of all kinds from cardiac to 
brain surgery, and all want psychiatric departments and 
rehabilitation centers. Community planning will help 
clear up much of this thinking and re-orient the indi- 
vidual hospital as to what its actual needs are. 

One question which has been raised is the attitude of 
motherhouses to participation in community planning 


98 


programs by hospitals under their direction and staffing. 
A few years ago, many could not see the necessity of 
bringing in an outside agency to make a survey of the 
community and its needs. Today, that attitude of the 
motherhouse is changing. 

Obviously, help is needed in any community plan- 
ning project. I think that anyone entering a community 
planning project or program should have some consultant 
agency come in and help. There are many reliable con- 
sultant agencies, and hospitals should bring them in. Pos- 
sibly, it would be best to bring in a total stranger to the 
community, so that the needs and program may be 
studied and appraised objectively. 

Planning decisions, of course, should establish de- 
sirable criteria and standards, avoiding fixed limitations. 
I do not think any planning agency actually should tell a 
hospital what must be done, but it should point out what 
should be done and outline that without being too rigid. 
The agency should permit each institution to develop its 
best capacity to meet peak load requirements without any 
unreasonable compromise in the standard of care. It 
should permit each institution to develop all of the es- 
sential specialized facilities and services necessary to serve 
most of the patients admitted by that institution’s own 
medical staff. Each institution should be able to give 
comprehensive care. As has been noted previously, you 
cannot treat part of a patient’s body here and then send 
the other part elsewhere. Any hospital of fairly good size 
should be able to take care of the whole patient—his 
mind, body and soul. The Catholic hospital, in its plan- 
ning, then, must work toward comprehensive care. It is 
up to each to work out and institute programs and to train 
personnel toward this end. 

The need for development of capital funds puts to 
a special test the planning efforts of both individual hos- 
pitals and codperative planning agencies. Fund raising 
requires the participation of a broader segment of ef- 
fective leadership in a community than is possible to in- 
clude on boards of. trustees. If this broader leadership 
can be convinced that planning has been adequate, then 
there will be no need to further broaden the representa- 
tion of the codperative planning agency. In most cases, 
however, it is essential that the participation of repre- 
sentatives of peak contributing groups be obtained for all 
basic planning decisions. 

In the absence of a well-developed community plan- 
ning program, it may be necessary for hospital repre- 
sentatives to assume primary responsibility for basic 
planning decisions. Among Catholic hospitals, this is 
where the lay advisory board can prove of great help. The 
men on these boards take an equal standing with the 
boards of trustees of any other hospital and can ably 
represent the Catholic hospital on any community plan- 
ning agency. 

Regardless, however, of who represents the hospital, 
sister-administrators themselves must be ready and capable 
to take their place in community programs. They will 
be called upon to attend breakfasts and luncheons, they 
will be invited to serve on committees. This is what is 
expected of them today. In other words, as I observed 
at the beginning, it is time now for sister-administrators 
to get out of their shell and move among the public, doing 
the things that other administrators are expected to do. 
There is no use sitting at home and crying for help. It is 
time to get busy, time to act and miake haste. 
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The Responsible 
-Ray Technician 


HAT PROTECTIVE MEASURES 
V V are expected of the x-ray tech- 
nician in the light of present knowl- 
edge of x-radiation to qualify him to 
work safely with this very useful ad- 
junct of medicine? First, last and 
always—and there can scarcely be a 
doubt about it—the technician should 
be well-informed. He should know 
fundamental principles of radiation 
safety and should be able to apply 
them wisely. 

In the first place, it is expedient that 
the technician familiarize himself 
thoroughly with the workings of the 
x-ray unit and with such things as 
film, screens, cardboard holders, chem- 
icals—what each can do and what each 
cannot do. He should have sufficient 
practical knowledge about them to 
form sound judgments, to hold up the 
merits and weaknesses of one against 
the other. To merely purchase or have 
in possession radiation protection 
gadgets and auxiliary equipment does 
not in itself guarantee protection to 
the patient or the operator. They must 
be used intelligently. 

For instance, it is not unlikely that 
an uninformed technician may pro- 
duce a non-diagnostic radiograph with 
fast screens from which the radiologist 
will be unable to make a decisive 
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statement as to the patient’s true path- 
ological condition. The radiograph has 
failed to record the information 
needed. The examination must be re- 
peated. By the time both procedures 
are completed, the patient will have 
received considerable unnecessary fa- 
diation. Remember the patient does 
not receive less radiation with the use 
of faster screens if the resultant radio- 
graph is too light or too dark and a 
second exposure is made. No adver- 
tisement can reduce the radiation dose; 
only a technician can do that. 

Some of the faster films on the mar- 
ket today are said to cut the patient- 
dosage from 25 to 40 per cent; the 
fast intensifying screens by 50 per 
cent or more; the fast developers up 
to 25 per cent; some cassette fronts 
by 20 per cent. Filtration, collimation, 
processing time, grid ratio, high KV 
are all contributing factors for the 
lowering of entrance dose. Statements 
are made by the manufacturers with 
the understanding that the users will 
have read directions or have observed 
a demonstration and then followed di- 
rections conscientiously. No automatic 
“this” or “that” can substitute for the 
proficiency of the human thought 
processes and sense of responsibility. 

I am all for the collimator, the type 


with transverse and longitudinal ad- 
justments. But, what if the technician 
doesn’t trouble himself to make the 
necessary adjustments? A wide open 
collimator is unpardonable. Yet, it is 
often true that the radiologist does 
not know whether the technician did 
or did not turn the dials. 

Many advertisements would lead 
one to believe that one’s best invest- 
ment is to “scrap the old and buy the 
new.” For example, even though the 
round cone has been tabooed since 
the advent of the collimator, I for one 
do*have a kind word for the round 
extension cone. Emphasis has been 
placed on the fact that, in the use of 
the conventional round cone, portions 
of the body beyond the film field are 
needlessly subjected to radiation, that 
is, more than the body part demon- 
strated is in the path of the primary 
beam. This means that to adequately 
cover a rectangular film with a round 
cone, the area of the projected circle 
is greater than the area of the rec- 
tangle; but, it is also true that if a 
circle is fitted within a rectangle, the 
area of the circle is less than that of 
the rectangle. There are times when 
the use of the round extension cone 
not only gives more information per 
given area, but actually cuts down on 
the beam size directed to the patient. 


‘Examination of some body parts by 


reason of position or shape lend them- 
selves more readily to the round cone 
—the para-nasal sinuses and mastoids, 
for example. If for some reason, one 
were limited to a single unit, a combi- 
nation collimator-round extension cone 
should be the choice. 

High kilovoltage equipment  to- 
gether with an impulse timer extorted 
from an administrator on the plea of 
reducing radiation to the patient is 
not valid if the technician continues to 
use 65 Kv, 400 Ma and 1/20 of a 
second. With a high kilovoltage in- 
stallation one can make a quality radio- 
graph of a chest of a quite obese in- 
dividual together with an upright 
bucky with considerable less MAS than 
the above combination of factors re- 
quired. Unused accessory equipment 
is extremely costly. The ultimate de- 
cisive factors in radiation safety will 
always be the technician and his atti- 
tude toward his responsibility. 

Attitude is conditioned by one’s 
knowledge or lack of it. Judgment 
plays an extensive role in techniques. 
Rules must remain flexible, adaptable. 
There are the old, the young, the deaf, 
the unconscious, the screaming infant 
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and the contrary old man to consider. 
One can make a miserable radiograph 
using 34 second exposure to x-ray an 
uncodperative and rebellious child. 

In practice, the technician has the 
duty to check the controls for fluor- 
oscopy. He should be familiar with 
tube filters, with kilovoltage and mil- 
liamperage variations. Furthermore, he 
should acquaint himself with the re- 
quirements of the Joint Commission 
of Hospital Accreditation in this 
respect. 

And, there are handbooks published 
by the National Bureau of Standards 
regulating all phases of radiation. 
Numbers 50, 51, 60, 61, 69 and 70 
are of particular interest. Literature of 
earlier decades cannot be used as safe 
guides. There has been a substantial 
change in the notion of what is con- 
sidered a safe dose to the human body. 


The Informed Technician 


It is essential that the technician 
keep himself informed through read- 
ing, writing, speaking and attending 
meetings. One of the most effective 
means of learning about a subject is 
to volunteer to present a paper on the 


matter. A little research does wonders. 

Then, there are the intangibles di- 
rectly affecting patient care and rela- 
tionships. One cannot get hold of 
these as one would the dials of a colli- 
mator or the knobs on a control. But 
they are equally important. They in- 
clude patience, courtesy, consideration 
and compassion. Basic courtesy to the 
patient and his relatives is more ef- 
fective for good public relations for 
the hospital or clinic than the most 
flattering articles in local newspapers. 
Print does not feel for another; it does 
not speak to another; and it does not 
do for another what direct contact can 
do. If the patient knows what is ex- 
pected of him and the reason for it, 
there will be fewer occasions for re- 
peat examinations. In addition, these 
courteous contacts will reduce unrea- 
sonable fear and inspire a greater con- 
fidence in the work not only of the 
particular technician, but of the whole 
institution with which a patient ident- 
ifies any member in it. 

What about the safety of the tech- 
nician? Personally, I do not think 
there is any reasonable excuse for a 
technician to place himself, at any 





time, into the direct beam without 
taking adequate precautions. A tech- 
nician who consistently neglects stand- 
ing behind a lead shield or protective 
wall, who fails to put on a lead apron 
and gloves when these are indicated, 
is a hazard to the institution that em- 
ploys him. 


The Monitoring System 


The technician should be monitored 
either by the film badge method or 
the pocket ionization chamber. Per- 
manent records of the readings to- 
gether with blood counts should be 
kept. A technician who consistently 
receives more than the present allow- 
able dose should be dismissed. The 
cost of maintaining a monitoring sys- 
tem, together with the records, can 
pay great dividends. Besides provid- 
ing a check on the radiation health 
of the technician, they may serve the 
hospital’s interests in the event of a 
lawsuit. It is not unknown for an 
x-ray employe to initiate suit against 
his employer for radiation overdosage. 

Every now and then one encounters 
a proponent for extended vacations 
for x-ray technicians. This must ap- 
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pear rather ridiculous to an admini- 
strator who has permitted a great deal 
of money to be expended for the im- 
provement of the physical surround- 
ings of those employed in the x-ray 
department and now must listen to 
pleas for longer and, of course, paid 
vacations. If a technician abides by 
rules and regulations, he, no more 
than any one else, needs have a longer 
vacation. As Francis J. Weber, M.D., 
chief of the Division of Radiological 
Health, Department of Health, Edu- 
cation and Welfare, Washington, D.C., 
has observed: “While neither Hand- 





book 69 nor report No. 1 of the Fed- 
eral Radiation Council deals specially 
with the matter of vacations for ra- 
diation workers, section 8.4 (page 34) 
of Handbook 73 reads as follows: 
‘Vacations should not be considered a 
substitute for adequate protection 
against radiation.’ I should like also 
to refer you to the supplementary rec- 
ommendations of the International 
Commission on Radiological Protec- 
tion (see Radiology 74, January 1960, 
pages 116-119 and/or the American 
Journal of Roentgenology 83, Febru- 
ary 1960, pages 372-375) where the 





MISS PHOEBE 








“Don’t stare at me, young man. It’s really my 
Everest & Jennings chair that does the balancing.” 


NO. 42 IN A SERIES 


“to insert a filter, that he did not adjust 














Elevating legrest model has 
8” casters balance-positioned to 
compensate for weight of casts. 


The balance in Everest & Jennings 
chairs means more than greater safety. 
Correct balance reduces mechanical strain... 
practically eliminates maintenance costs, Correct 
balance means easier maneuvering, easier folding, 
Correct balance is another reason that 
Everest & Jennings chairs are such a bargain. 
They simply refuse to wear out. 


Specify EVEREST & JENNINGS chairs 


EVEREST & JENNINGS, 
18603 PONTIUS AVE., LOS ANGELES 25, 





for your hospital 
INC., 
CALIF. 





For additional information, use postcard facing back cover. 









following statement is made: ‘The 
Commission considers that with the 
present maximum exposure levels no 
special treatment of radiation workers 
with respect to working hours and 
length of vacation is required’.” 

Dr. Weber continues: “In this na- 
tion, primary responsibility for public 
health problems .is considered to fall 
within the jurisdiction of the state 
health agencies. This is specifically 
the case with reference to potential 
hazards arising in conjunction with 
the use of x-ray equipment. Accord- 
ingly, Federal regulations do not 
govern this matter ... (but) the con- 
sensus of authoritative recommenda- 
tions is that where adequate protection 
of radiation workers exists, there does 
not appear to be enough of a hazard 
to warrant extended vacation.” 




























The Fluoroscopic Astronaut 


Once again, returning to our basic 
thesis: A technician must want con- 
scientiously to protect his patients and 
himself. No law can be enforced to 
make a technician do what is morally 
right. Sanctions in this matter are next 
to impossible. Someone, somehow can 
always work out a means of escaping 
or evading it. No one but God and 
the technician will know that he failed 













the collimator, that he stood at the 
end of a long cord around the shield- 
ing wall to make an exposure. These 
are serious matters, where there is no 
place for the false principle of “how 






much can I get away with?” Here ] 
the only admissable attitude is “what 

more can I reasonably do to protect e 
the patient, others, myself?” ] 


Today, more than ever, one must 
give meticulous attention to protective 





measures for both patient and operator N 
for the simple reason that more medi- S| 
cal x-ray examinations are done and di 
the danger of fall-out is more real. e) 
It is the technician, not the radiologist, | 
who will remain the “fluoroscopic as- \, 
tronaut.” . Does it not, therefore, be- bi 
hoove the technician to cultivate an ir- uy 
reproachable attitude? in 
Attitude is conditioned by one’s 
knowledge or lack of it. Action ex- P] 
pends one’s moral self, one’s gracious _ lo 
self, one’s knowledgeable self. Action Te 
depends on attitude. And, unto this lal 
day, no x-ray unit has been devised “ 
to be so automatic, so complete as to : 
do away with the need of the human, 
responsible touch of the conscientious 
technician. * 
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Now-you can include every charge 
in the patient’s final bill 


New IBM TELE-PROCESSING* System 
speeds charge data directly to your billing 
department as each charge occurs...using 
existing telephone lines. 


With the IBM 1001, you can prepare final 
bills faster... have every one complete and 
up-to-date... reduce collection problems... 
improve patient relations. 

You can put this low-cost IBM TELE- 
PROCESSING System into operation by 
locating an IBM 1001 Data Transmission 
Terminal at activity points—nursing station, 
laboratory, pharmacy, etc.—and connecting 
each terminal to existing telephone lines. 


AUGUST, 1961 


To make an entry, a nurse or technician 
simply dials, feeds a pre-punched card into 
the 1001, and an IBM Card is automatically 
punched in the business office—ready for 
processing. She can also enter special infor- 
mation via the 10-digit keyboard of the 1001. 


Anyone who can dial a telephone can 
quickly learn to operate the IBM 1001. You 
can have any number of remote input units 
at any distance from the central card punch. 
You can send data from any or all stations 
without a receiving operator in attendance. 

Call your local IBM Hospital Representa- 
tive for more information. *Trademark 
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Data Transmission Terminal 


DATA PROCESSING 
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The Administrator s 


Use of Personnel 


OSPITAL ADMINISTRATION, more 
H than any other administration, 
with the possible exception of that of 
a university—is responsible for an 
enormously diversified personnel. Hos- 
pital employes run the gamut of oc- 
cupational groups, from the unskilled 
worker to the highly-trained and spe- 
cialized professional. In addition, there 
frequently are the volunteer groups 
who come to an institution for a va- 
riety of motives and who cannot be 
controlled by the usual incentives of 
pay and good working conditions. 

Specifically, however, personnel is 
understood as including all full-time 
paid employes, with the exception of 
certain highly-professional doctors. Nor 
does this classification necessarily ex- 
clude the religious hospital worker. 
Generally, the duties of a position are 
the same whether filled by a religious 
or a lay person; the major difference 
lies solely in the areas of motivation. 
Indeed, in many Catholic hospitals 
today, religious are paid—at least “on 
the books.” 

The management of personnel is the 
definite responsibility of the adminis- 
trator. It is she who is responsible for 
putting to a profitable use and for a 
specific purpose all employes of the 
hospital. In essence, this means placing 


by SR. ANGELA MARIE, S.C.N. 
Director, Inservice Education 
St. Joseph’s Hospital 
Lexington, Ky. 


the right people in the right numbers 
in the right job to provide the best 
possible care to patients at the least 
expenditure of time, money and effort. 
In a small hospital the administrator 
herself may be the personnel manager; 
in larger hospitals, these duties will be 
delegated to a part-time or full-time 
personnel officer. But even though 
these duties be delegated, the admin- 
istrator is ultimately responsible and 
it is to her that the personnel officer 
himself is directly responsible. 

Now, the goal of any hospital is 
fourfold: Effective patient care; edu- 
cation of permanent employes and 
others entering the health field; com- 
munity, state, national and interna- 
tional health, and research in all of its 
many facets. A Catholic hospital has 
the additional purpose and mission of 
spreading Christ to its patients, per- 
sonnel and public—to strive for spir- 
itual as well as professional excellence. 

The 10 points which follow are 
proposed as descriptions of the proc- 
esses and techniques which the hospital 
can employ to assure that its personnel 
are being used properly in striving to 
achieve the objectives listed above. 

1. Hospitals are now in a period of 
administrative and managerial evolu- 
tion. New thoughts and theories have 


moved into the picture. The most 
notable of these is the idea of human 
relations. 

Human relations is not just the spirit 
that exists between people; it is also 
a developing science of organization 
and administration based on people 
rather than work. This accounts for 
the growing recognition in recent years 
that the primary job of the hospital 
administrator is “people,” whether she 
is concerned with the patient, the 
worker, the visitor, the doctor, or the 
public. It has been said truly that hos- 
pitals are people dedicated to the care 
of other people. But to provide good 
services requires trained and motivated 
employes. Employes are not machines; 
they are human beings, images of God, 
composed of body and soul, with likes 
and dislikes, ambitions and goals in 
life. As such, they possess certain basic 
needs. It is the duty of the hospital 
administrator to meet these basic needs 
of man and to eliminate job and per- 
sonal irritants. 

2. Each employe in the hospital has 
a right to know the conditions under 
which he is working, regulations which 
govern his employment, and the prin- 
ciples which guide the administration 
of the hospital in its relationships with 
him. The body of such principles, rules 
and regulations is called the personnel 


‘+ policies of the hospital. These policies 


should reflect the philosophy of the 
hospital as regards basic objectives and 
the individual employe. 

Personnel policies are the continu- 
ing relatively-permanent decisions 
needed to implement personnel objec- 
tives and should be committed to writ- 
ing. A written policy gives the em- 
ploye a guarantee that the employer is 
convinced of the policy’s importance 
and that the policy itself is consistant 
with the basic principles of the institu- 
tion. Such a policy is a discipline self- 
imposed by management to insure fair 
and equal treatment to employes. Writ- 
ten policies relieve administration of 
making a new decision for each occa- 
sion that arises. Where policies are 
known at all levels, there will be little 
room for misunderstanding. However, 
written policies should never be so 
static that they cannot be changed 
when circumstances have changed. 

Personnel policies are the result of 
growth and evaluation within the in- 
stitution. They arise from administra- 
tion’s daily activity and association 
with employes. While they may come 
into existence in a variety of ways, the 
ultimate responsibility for their formu- 
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In just 4 seconds this new package 
can be opened...easily, aseptically 
... placing at your disposal a 
Bardex® Foley Catheter, pre-steri- 
lized, ready for instant use. OOO 
The Steril-Peel™ package is one of 
the 16 major advantages that make 
Bardex Foley Catheters first choice 
in most hospitals... advantages 
such as Por-Seal™, Bard’s exclusive 
foundation dip and silicone coating 
that reduces the effect of water 
absorption: multiple dipping for 
stronger, more uniform shafts; and 
the separately made, pre-tested bal- 
loon with reinforcing ribs that main- 
tain a symmetrical shape and 
provide up to 20% more resistance 
to bursting than in “blister” type 
balloons. OO Every one of the 
16 major advantages is needed to 
ensure uniform quality and depend- 
able catheter performance. To be 
certain that you get them all, 
specify BARDEX® Foley Catheters 
by name. 
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and 15 Other Cities 
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lation lies with the administrator and 
governing board. 

These policies should be the result 
of codperative action with the three 
levels involved in their execution—ad- 
ministration, supervisory level and em- 
ploye. Seldom, if ever, can adminis- 
tration judge the full effect of a policy 
without first discussing it with those 
who will be directly involved. Since 
policies will affect each individual em- 
ploye in the hospital organization, a 
greater understanding, interest, and 
esprit de corps will result if employes’ 
ideas are used in their formulation. 
These natural results of employe par- 
ticipation can best be achieved by 
means of an advisory committee of su- 
pervisors and employes either ap- 
pointed by administration or, and pref- 
erably, selected by their fellow em- 
ployes. 


The Supervisor's Responsibility 


Policies which are developed, ap- 
proved by administration and pub- 
lished must, of course, be enforced. 
Ultimate responsibility for this rests 
with the administrator, but the person 
most intimately involved with the im- 
plementation of policies is the super- 
visor—the management representative 
closest to the employe. Prime factors 


-to be considered are equitable treat- 


ment and just discipline. The super- 
visor holds the thin strand of employe 
morale in her hands when she inter- 
prets hospital policies. In undertaking 
such a role, she must have a sound 
knowledge of all policies, since such 
understanding precedes reasoned and 
intelligent interpretations. In addition, 
she should have some background in 
the art of supervision to insure that 
interpretations are properly grasped 
and carried out. It behooves adminis- 
tration to facilitate training so that 
policies can be executed with skill and 
understanding. 

3. The effective matching of a job 
with a person requires considerable 
ability. Various techniques, such as the 
well-worded application form, personal 
interviews, pre-employment testing and 
the like are used in this matching proc- 
ess. Systematic selectivity will help en- 
sure that each worker has the qualifi- 
cations to perform the job. The fol- 
lowing suggestions may help govern 
selection: (1) An employe must be 
physically fit for the job he is expected 
to perform. (2) He must meet job 
specifications in as many points as pos- 

(Continued on page 116) 
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Meinecke 
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more patients, better 
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Molded Rubber 


BED BUMPERS 


absorb shock, add to patient 
comfort 


maintain “good housekeeping” 
appearance 


protect your investment in wall 

finishes, woodwork and fur- 

nishings 
Tough, resilient, smudge-proof, they 
simply slip around each leg of any 
hospital bed. Bolt and nut embedded 
in the specially compounded rubber 
fasten them in place quickly and 
easily. Small in cost, they start pay- 
ing for themselves the day you install 
them! 
Standard 5” outside diameter affords 
all-round protection. Select type and 
inside size from these convenient 
diagrams: 


ROUND POST Sizes 
he 1%", 14", 2" 
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sible, e.g., skills, education and personal 
requirements. (3) His references and 
employment record must show stability 
of character, job reliability and gen- 
erally satisfactory relations with former 
employers. (4) It must be evident that 
the income from the job will be ade- 
quate for himself and his dependents. 
(5) His personal appearance must 
meet the general and specific require- 
ments of the institution and the par- 
ticular job for which he is applying. 
(6) He certainly must have an educa- 
tion sufficient to understand directions 
since no job is “small” in a hospital. 

4. Every new employe entering 
upon a job is entitled to an orientation 
that explains to him the mission of the 
hospital, its importance in the com- 
munity, the rules and regulations gov- 
erning all employes of the hospital and 
all of the services and privileges avail- 
able to him as a hospital employe. 
Orientation is not a simple process. 
Like any management function, it must 
start with a purpose, be planned, co- 
6rdinated and controlled. Usually the 
responsibility for orientation lies pri- 
marily with the supervisor or depart- 
ment head. It may begin informally 
but there is need for formal implemen- 
tation. This formal implementation 
will assure the hospital that the worker 
eventually has full and accurate infor- 
mation about policy and procedure, 
about key personnel and their func- 
tions, about lines of authority and re- 
sponsibility and about the organization 
of the separate and total facets of pa- 
tient care. Above all, it is important 
to show the worker his place in the 
chain of events, people and jobs that 
ultimately materialize in patient care. 


Job Descriptions 


5. Every employe assuming a new 
position, whether hired from outside 
or promoted from within, is entitled 
to a thorough description of the duties 
he is expected to carry out. Depart- 
ment heads should furnish the person- 
nel director with a job description 
which identifies the job and its con- 
tent. This should define the work of 
each individual, indicating to whom he 
is responsible, how it is done, why, how 
often, or how much time, by whom 
and a standard of performance as a 
quality and quantity determination of 
satisfactory fulfillment of the work. 
Also when specific requirements for 


For additional information, use postcard facing back cover. 


each job are thus clearly outlined, it 
is possible to determine the skills and 
abilities needed for the worker. 

6. Administrators, as a rule, are in- 
tensely interested in the continued de- 
velopment of the hospital’s most val- 
uable resource—its staff. Personnel de- 
velopment is not so much a program 
as a state of mind, a philosophy. It 
presupposes acceptance of the principle 
that developing one’s subordinates is 
a fundamental responsibility of any ad- 
ministrative job. It requires particu- 
larly the conviction and encouragement 
of top management, but is dependent, 
as well, on the whole-hearted support 
of all echelons of management. 


Inservice Education 


Personnel development programs 
are usually conducted during the em- 
ployes’ working hours; they may be 
referred to by various terms, such as 
“inservice education,” or “on the job 
training.” Such programs are aimed 
at fulfilling the natural desire of em- 
ployes to learn more in order to per- 
form better. Effective learning does 
not just happen; it needs to be planned 
and directed toward a specific purpose. 
The hospital administrator should pro- 
vide a plan with someone able and 
interested to direct it. By helping em- 


-ployes to develop their skills and to 


strive for proficiency, a hospital auto- 
matically improves patient care. Quali- 
fied personnel should be allowed to 


.advance and be given freedom of ac- 


tion to use and create their ideas to 
benefit themselves, their fellow work- 
ers and the hospital. 

7. A hospital employs personnel 
and as an employer it is subject to the 
same criteria of personnel administra- 
tion as any business enterprise. The 
fact that the product of patient care is 
somewhat different from the end prod- 
uct of a normal business does not abro- 
grate the need for wage and salary ad- 
ministration in the hospital. The em- 
ployer in the Catholic hospital has the 
moral obligation of paying a living 
wage and every effort should be made 
to conform to pay scales existing in a 
given area. Pope Leo XIII in his en- 
cyclical, Rerum Novarum, describes a 
living wage as one which enables a 
workman to maintain himself, his wife 
and children in reasonable comfort. 

Provision should be made also for 
a sum to be set aside for sudden vicis- 
situdes of life and against sickness and 
old age. The Church expresses its 
teaching on this matter in Canon 1524 
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by a HILLYARD Hospital Floor Care Plan 


Right here in the Hospital, a baby faces 
dangers-from static-induced explosions 
in the Delivery Room-contaminated en- 
vironment-—airborne cross-infection. 


This Baby is safeguarded by a hospital- 
wide program for safety and asepsis. An 
important part of this program is a com- 
prehensive floor care plan developed 
with the trained help and advice of the 
Hillyard Hospital Floor Care Consultant. 
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EXPLOSIONS: OR and OB floors scrubbed with Hillyard 
Conductive Floor Cleaner. Holds floor conductivity within 
limits of NFPA Code 56. UL listed “relating to hazard- 
ous locations”. 


ASEPSIS: Nursery, Mother’s room, corridor floors 
scrubbed with Hillyard Clean-O-Lite®, one-step anti-Staph 
cleaner-sanitizer. Phenol coefficient, salmonella typhosa, 
12; staphylococcus aureus, 18. Separate-step disinfecting, 
where indicated, by Hillyard H-101 in the scrub rinse 
water. 


AIRBORNE INFECTION: Sweeping with Hillyard Super 
Hil-Tone® (AD-sorptive dressing) controls dust by hold- 
ing it on the floor or in the mop. Also used: Hillyard wet- 
or-dry Silent Hospital Vac, with triple filters capable of 
trapping sub-micron-size particles and bacteria. 


SLIP-RESISTANCE: Floors, other than conductive, fin- 
ished with Hillyard Super Hil-Brite®, extra-long wearing 
water emulsion Carnauba wax that eliminates 2 re-wax- 
ings out of 3. UL listed “as to slip resistance”. 


Let the Hillyard Hospital Floor Care Con- 
sultant help you develop a floor care plan 
to protect patients, staff and doctors. He'll 
also be glad to show you why “the best 
floor care is also the least expensive.” Just 
send coupon. He’s 
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which states: “All, and especially 
Priests and Religious and administra- 
tors of ecclesiastical goods, should give 
their employes a fair and just wage.” 

Once considered as privileges, most 
fringe benefits today have become ac- 
cepted as rights. Benefits which cur- 
rently are more or less standard in 
employment include: Vacation and sick 
leave programs, regular paid holidays, 
social security benefits, hospital and 
sickness insurance, pre-entrance and 
periodic health examinations, work- 
men’s compensation, a retirement plan 
and attendance at hospital and profes- 





sional meetings on hospital time. 
Today these collateral benefits are a 
part of the national wage structure and 
a basic consideration in judging the 
adequacy of wages. At the same time, 
however, it must be remembered that 
fringe benefits are a means to an end, 
not an end in themselves. 

8. Almost everyone is looking to- 
ward the betterment of his welfare. 
Every employe, therefore, has a right 
to know how he is progressing on his 
job. A performance or merit rating 
is an evaluation or measurement of 
the degree to which the employe per- 
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forms a given task or group of tasks 
with efficiency. The person responsible 
for supervising the employe is usually 
the rater and, in some cases where 
greater objectivity is desired, a second 
rater who is more removed from the 
immediate supervision is selected. Rat- 
ing scales should become a part of the 
employe’s record, Such records have 
many uses and will assist in the deter- 
mination of salary increases, promo- 
tion, transfer, further training, employe 
responsibility, and future potential. 
Each hospital administrator should es- 
tablish certain periods for systematic 
evaluation of employes; these will vary, 
of course, depending on the use of the 
tatings. 

9. Recognition of a job well done 
may be financial, non-financial or both. 
Many hospitals provide such recogni- 
tion through dinners for personnel, 
service pins, newspaper articles and the 
like. Regardless of the manner in 
which it is done, it is a fruitful habit 
to be cultivated which pays off rewards 
in friendship and understanding, in 
appreciation, loyalty, and support. 


Status Advancements 


Opportunity to move up the job lad- 
der is another means of rewarding 
good performance. The desire to ad- 


-vance one’s status is normal and 


healthy for the organization. Many 
executives make the unfortunate mis- 
take of failing to keep their personnel 


.aware of the opportunities toward 


which they can work. Too often it is 
taken for granted that the employes 
know about these. Even if they do, 
there is need for periodic reminders. 
When hospital management makes it a 
point to apply these “pats on the back,” 
the amount of job changing is usually 
slight. 

10. As members of the Mystical 
Body of Christ, hospital management 
and personnel must be prepared by 
personal holiness to carry Christ to 
men and to bring men to God. Prob- 
ably the most. powerful single force 
in the spiritual motivation of person- 
nel is the inspiration of good example. 
St. Matthew expressed it thus: “Let 
your light shine before your fellow 
men, that they may see your good ex- 
ample and praise your Father who is 
in heaven” (Matt. 5:16). Therefore, 
let the light of good example extend 
to all employes in the hospital's daily 
efforts to accomplish its God-given as- 
signment—caring for the sick members 
of His Mystical Body. * 
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which states: “All, and especially 
Priests and Religious and administra- 
tors of ecclesiastical goods, should give 
their employes a fair and just wage.” 

Once considered as privileges, most 
fringe benefits today have become ac- 
cepted as rights. Benefits which cur- 
rently are more or less standard in 
employment include: Vacation and sick 
leave programs, regular paid holidays, 
social security benefits, hospital and 
sickness insurance, pre-entrance and 
periodic health examinations, work- 
men’s compensation, a retirement plan 
and attendance at hospital and profes- 





sional meetings on hospital time. 
Today these collateral benefits are a 
part of the national wage structure and 
a basic consideration in judging the 
adequacy of wages. At the same time, 
however, it must be remembered that 
fringe benefits are a means to an end, 
not an end in themselves. 

8. Almost everyone is looking to- 
ward the betterment of his welfare. 
Every employe, therefore, has a right 
to know how he is progressing on his 
job. A performance or merit rating 
is an evaluation or measurement of 
the degree to which the employe per- 
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forms a given task or group of tasks 
with efficiency. The person responsible 
for supervising the employe is usually 
the rater and, in some cases where 
greater objectivity is desired, a second 
rater who is more removed from the 
immediate supervision is selected. Rat- 
ing scales should become a part of the 
employe’s record. Such records have 
many uses and will assist in the deter- 
mination of salary increases, promo- 
tion, transfer, further training, employe 
responsibility, and future potential. 
Each hospital administrator should es- 
tablish certain periods for systematic 
evaluation of employes; these will vary, 
of course, depending on the use of the 
ratings. 

9. Recognition of a job well done 
may be financial, non-financial or both. 
Many hospitals provide such recogni- 
tion through dinners for personnel, 
service pins, newspaper articles and the 
like. Regardless of the manner in 
which it is done, it is a fruitful habit 
to be cultivated which pays off rewards 
in friendship and understanding, in 
appreciation, loyalty, and support. 


Status Advancements 


Opportunity to move up the job lad- 
der is another means of rewarding 
good performance. The desire to ad- 
is normal and 
healthy for the organization. Many 
executives make the unfortunate mis- 
take of failing to keep their personnel 


_aware of the opportunities toward 


which they can work. Too often it is 
taken for granted that the employes 
know about these. Even if they do, 
there is need for periodic reminders. 
When hospital management makes it a 
point to apply these “pats on the back,” 
the amount of job changing is usually 
slight. 

10. As members of the Mystical 
Body of Christ, hospital management 
and personnel must be prepared by 
personal holiness to carry Christ to 
men and to bring men to God. Prob- 
ably the most powerful single force 
in the spiritual motivation of person- 
nel is the inspiration of good example. 
St. Matthew expressed it thus: “Let 
your light shine before your fellow 
men, that they may see your good ex- 
ample and praise your Father who is 
in heaven” (Matt. 5:16). Therefore, 
let the light of good example extend 
to all employes in the hospital’s daily 
efforts to accomplish its God-given as- 
signment—caring for the sick members 
of His Mystical Body. * 
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depth of anesthesia, the surgeon enjoys greater freedom in 
selecting a specific operative technic, 
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Because “Fluothane” is markedly potent, it should be administered only by 
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unrestricted in the employment 
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The author advises 


Set Your Own 


Standards 


‘ 


for hours of nursing care per 


patient — and offers a con- 


sideration of the variables which 


determine staffing needs for each 


hospital 


HE HOSPITAL assumes, by implied 
+ ashen with every patient ad- 
mitted, an obligation to provide ade- 
quate nursing care. This is both a 
legal and moral obligation. Conscien- 
tious fulfillment of this objective re- 
quires each hospital to determine the 
amount of hours of nursing care per 
patient required for optimum care and 
job satisfaction on the part of the nurs- 
ing service staff. The determination 


*Sister Clarence, formerly director of 
Nursing Service at St. Joseph’s Hospital, 
Baltimore, Md., is serving her administra- 
tive residency at St. Francis Hospital, Hart- 
ford, Conn. 
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of nursing needs per patient is a meas- 
urement tool which has been both 
acclaimed and decried. Experience has 
proven, however, that the method is 
reliable when the objectives and vari- 
ables of hospitals are considered in the 
establishment of nursing service needs. 
Variable factors within each hospital, 
however, make staffing estimates an 
individual matter. 

In 1947, the National League of 
Nursing Education published “A Study 
of Nursing Service in One Children’s 
and Twenty-One General Hospitals.” 
Although this report offered the nurs- 
ing hours per patient as guides to 
the determination of specific needs, 


many nursing service administrators 
adopted these figures as standards. To- 
day, these guides are obviously unre- 
alistic, and directors of nursing service 
are clamoring for acceptable criteria. 
If a standard is defined as an estab- 
lished rule or model for comparison, 
it is evident that the results of the 
1947 study actually were not standards 
but medians of actual findings. For 
any hospital, the only reliable stand- 
ards of nursing hours per patient are 
those determined by experience in ap- 
praising its own nursing service needs. 

Variables among hospitals should 
deter a director of nursing service from 
utilizing the estimates of another hos- 
pical as a basis for comparison. In 
determining an adequate level of nurs- 
ing service, the director must recognize 
factors which create differences among 
hospitals and between nursing units 
within the organization. Increasing the 
nursing hours necessary to provide 
adequate care is the influence of trends 
such as the accommodation of patients 
in private and semi-private rooms, the 
decrease in the average length of stay, 
the increase in patients of the older 
age group, progressive medical staffs 
offering broad scopes of services and 
conducting medical education and re- 
search programs, and the delegation to 
nurses of functions formerly executed 


“by physicians. Recognition and fulfill- 


ment of each patient’s need for psy- 
chological support and health teaching 
make further demands on nursing per- 
sonnel. Exerting a considerable influ- 
ence on hospital nursing service in 
general, these trends have affected all 
hospitals in varying degrees conco- 
mitant with their staffing requirements. 

A second group of variables are 
those which enable nursing personnel 
to devote more time to direct patient 
care either by facilitating the prepara- 
tion for performance of nursing ac- 
tivities or by reassigning non-nursing 
functions. Central location of nurses’ 
stations and utility rooms, adequate 
elevator and dumbwaiter service, in- 
tercommunication, pneumatic tube and 
addressograph systems, and the use of 
disposables shorten the preparation 
periods for nursing functions. A posi- 
tive influence on nursing care is 
exerted by the reassignment of non- 
nursing duties to ward clerks and 
messengers and by the centralization 
of housekeeping and dietary services. 
Competent supervision and sound pro- 
grams of orientation, skill training and 
inservice education foster the develop- 
ment of personnel who make greater 
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contributions to the quantity and qual- 
ity of nursing care. Obviously, some 
of these factors are architectural char- 
acteristics of the hospital and cannot 
easily be changed. However, every 
hospital can give serious consideration 
to the reassignment of non-nursing 
functions—in many cases, this may be 
the only solution to the problem of 
providing more hours of nursing serv- 
ice per patient. Certainly, it should 
result in higher quality and lessened 
cost for nursing services. 

Having acknowledged the need and 
considered the variables, the director 
of nursing service now is prepared to 
begin a study to determine a range 
within which nursing service is opti- 
mum for all patients. General con- 
sideration should be given to the 
proportions of service rendered by 
professional and non-professional per- 
sonnel. Whenever possible, the per- 
centage of care provided by non-pro- 
fessionals should not exceed that given 
by professional nurses in the average 
short-term voluntary hospital. 

When non-professionals provide 
more than 50 per cent of the care, the 
hospital must be extremely conscious 
of its obligation to offer “safe” nursing 
care. If the hospital conducts a school 
of nursing, it is important to calcu- 
late the amount of care contributed by 
students and the extent to which the 
nursing staff is responsible for the 
supervision of students. Since the ward 
assignments of first-year student nurses 
are basic learning experiences, the time 
they spend with patients should not 
be included in the computation of 
nursing hours. In recording patient 
care rendered by second-and third-year 
students, clinical conferences and 
purely educational activities on the 
wards should be excluded. 

The director of nursing service also 
will establish the different require- 
ments among nursing units within her 
department. The obstetric and pedi- 
atric units obviously have requirements 
distinct from those of medical and 
surgical areas. It should not be over- 
looked, however, that the needs of two 
surgical units may differ according to 
variations in diagnosis, age and ac- 
commodations of the patients. The 
complexity of modern diagnostic and 
therapeutic procedures demands that 
medical patients receive an amount of 
care equal to, and, in some cases, ex- 
ceeding, that of surgical patients. In 
hospitals, generally, the nursing hours 
per patient are lower for obstetrics 

(Concluded on page 128) 


For additional information, use postcard facing back cover. 








“K blessing!” 


That's what 
nurses call this 
low-cost, 
featherweight 


\ POLECAT 


4 Bed screen 











¢ 


What a quick and easy way to screen a 
bed! Just pop your spring-loaded POLECAT 
into position with one hand, raise the boom 
and you have a six foot curtain! Nothing 
to fasten to wall, floor or bed. . . nothing 


in the way of the mopper. And no need for 
expensive ceiling tracks or unsightly pipe 
racks. 








The POLECAT screen has proved itself in 
seven years’ hard daily service in over 
2,000 hospitals. It’s gleaming, anodized 
aluminum .. . weighs only six pounds. It 
can't be knocked over or tripped over, and 
it stores in postage stamp space. Best of 
all, it’s the LOWEST PRICED SCREEN ON 


THE MARKET at ..........00000000 $3375 


For ceilings up to 10’ 8”, No. 103. 
Patent applied for. 


Please write for free brochure: 


BREWSTER, Inc. 
Dept. HP-8, Lyme, Conn. 


HOSPITAL PROGRESS 








sRRoO“ 

















The new National “33” accounting machine is 
designed to provide more information, more auto- 
matically . . . through its exclusive combination 
of features . . . with a large bonus in time and 
money saved. 

Simplified insurance report preparation, addi- 
tional revenue classifications, reduced post- 
analysis work—ail add up to faster facts... 
at reduced cost ... for more efficient hospital 
management. 


mre meme en a re re ee ee ee meee ae ee eee ne ee ee ee ee ee 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, Ohio 


We would like to have more information about 
the National “33” for hospital accounting! 


PONE coh 0b ce ares basa oa Oe 


1039 OFFICES IN 121 COUNTRIES * 77 YEARS OF HELPING BUSINESS SAVE MONEY 


AUGUST, 1961 




























































































THE MOST ADVANCED ACCOUNTING 
MACHINE EVER DESIGNED 


21 totals—each functioning as an independent crossfooter 
Automatic elimination of incorrect baldnce pickups 
Automatic selection of elective posting programs 
Automatic enforced distribution 

Automatic dollar-sign printing 

Automatic elimination of irrelevant factors 
Automatic Debit or Credit Balance column selection 
Automatic forward, reverse, and vertical totaling 
Programmable fixed-factor multiplication 

Single key, direct reverse-entry control 

Four separate counter lines 

Can be integrated with Electronic developments, 
present or future 





Bisa: Bacar 0s. coniee 00.69: (ali cTmmI o. aecat oy a oy ara 


Dept. H-9 


For additional information, use postcard facing back cover. 














NURSING SERVICE 
(Begins on page 122) 


than for medicine and surgery, and 
higher for pediatrics than for the other 
three. 

Regular computation of nursing 
hours per patient are necessary for the 
study of nursing care in each unit. To 
establish a realistic range for adequate 
nursing care, the director of nursing 
service should apply the following 
questions to each unit: 

1. How many hours of nursing 
care does the average patient receive 
daily? 

2. Are the patients generally satis- 
fied with this amount of care? Tools 
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helpful in measuring the patients’ at- 
titudes are conversation with patients, 
patient questionnaries, and a study of 
complaints received. 

3. Do nursing personnel derive 
personal satisfaction from their per- 
formance? The staff should be kept 
busy but not frustrated in trying to ac- 
complish assignments. Frequency of ac- 
cidents, errors in medication, etc., may 
indicate a need for study of the staff- 
ing pattern. 

4. Have members of the medical 
staff expressed pleasure or displeasure 
with the nursing care? Most com- 
plaints from doctors are well-founded 
and should be investigated. 

5. What is the selacionship be- 


RADIOLOGY 
DEPARTMENTS 


OPERATING 
ROOMS 


In Pome Phileo Corporation S.A. 
3 Avenue Beauregard, Fribourg 





tween a rise in census and a decrease 
in the quality of care? Unless addi- 
tional personnel are assigned, a rise 
in census decreases the nursing hours 
per patient. How great a decrease can 
be tolerated before nursing care be- 
comes inadequate? 

6. When the census drops, and pa- 
tients should be receiving more hours 
of care, do they express greater satis- 
faction? An increase in the quality of 
nursing care does not always parallel 
an increase in nursing hours per pa- 
tient. Overstaffing creates a point be- 
yond which care does not improve 
and may even decline. An observant 
supervisor is keenly aware of this 
situation. 

Having studied the nursing units in 
this way for approximately six months, 
the director of nursing service will 
detect three prominent figures for each 
unit: 1, The minimum—daily nursing 
hours per patient below which ade- 
quate care cannot be given. 2. The 
average—daily nursing hours per pa- 
tient which assure satisfaction to both 
patients and personnel. 3. The maxi- 
mum—daily nursing hours per patient 
beyond which the quality of care does 
not improve. 

Although the objective is to main- 
tain a position close to average, the 
span between minimum and maximum 
may be considered a safety range 
within which fluctuations of census 
can be absorbed. No nursing unit 
should be forced fo offer patients fewer 
hours of nursing care than indicated 
by the minimum for that particular 
unit. To exceed the maximum figure 
is economically unsound. Neither ex- 
treme is in accordance with justice. 

It may be objected that patients do 
not receive the full amount of time 
represented in nursing hours because 
of factors such as personal time al- 
lowances. These interruptions to pa- 
tient care must be controlled by policy 
and supervision; however, a considera- 
tion of them is built into the estab- 
lishment of criteria by this method. 
The values represent the number of 
personnel hours which must be pro- 
vided if patients are to receive ade- 
quate care despite these factors. Ex- 
perience at St. Joseph’s Hospital in 
Baltimore proved that complaints of 
patients, doctors and the staff increased 
if the staffing decreased toward the 
minimum average requirements of 
nursing hours per patient. During 
those periods of maximum staffing, 
time was wasted and bad work habits 
tended to result. * 
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is NOT a FLEX-STRAW? 


drinking tube 


FLEX-STRAW is made by, and only by, Flex-Straw Co. 
International. There is only one FLEX-STRAW. 
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DIETARY 
(Begins on page 83) 


ter brought a “realistic and tomorrow” 
rather than “yesterday or unrealistic” 
approach to the subject of “Who does 
the Purchasing,” pointing out as did 
Mr. Foley, the necessity of relieving 
the dietitian of some of her time- 
consuming duties, thus giving her more 
time to work on an executive level. 
This, Sister believes, may be accom- 
plished by placing the purchasing of 
food in the hands of a “specialist.” 
Listing the specific knowledge neces- 


sary for food buying, which Sister says 
is “a prerequisite in the ‘food and 
nutrition profession’,” she sees no rea- 
son why this specific knowledge can- 
not be transformed to centralized pur- 
chasing, providing that communica- 
tions and education between dietary 
and purchasing departments is carried 
out on an equal level. 

INADEQUATE STAFFING and super- 
vision may be the underlying cause of 
unfavorable publicity frequently given 
to hospital employes, the senior part- 
ner of a New York firm told the 
Wednesday meeting of hospital dieti- 
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tians. James E. McNamara of Hor- 
wath & Horwath said one of the new- 
est problems of the dietary department 
is payroll cost. “Failure to properly 
control and supervise food and payroll 
expenses can add considerably to the 
operating budget of a hospital, re- 
gardless of its size. Waiting until 10 
or 15 days after the end of any month 
to learn whether the food and labor 
costs were good or bad can be costly.” 

McNamara urged establishment of 
“a regular procedure for getting in- 
formation about employe productivity 
in as much detail as is possible and 
practicable,” outlining particular case 
studies in this regard. Performance 
standards differ in hospitals, he said, 
and cited variables which can influ- 
ence these standards. He advised hos- 


‘pitals to study “the figures they com- 


pute for a few weeks and decide upon 
their own standards.” 

Undoing the harm done by “food 
faddists” and helping people of varied 
ethnic and educational backgrounds to 
acquire sound food habits based on 
their physical condition and past eat- 
ing patterns is one of the major aims 
of the Visiting Nurse Association. 
Shirley O'Connell of the V.N.A. of 
Detroit described “Community Dietary 
Service” in the closing address of the 
Wednesday meeting. Two nutrition- 
ists work with the staff of eight dis- 
trict offices in scheduled weekly con- 
ferences, going over the nutrition prob- 
lems of families’ with whom visiting 
nurses work. A cardiac patient on a 
salt restricted diet is told how to make 
food more palatable with other season- 
ings; an expectant mother of eight 
children is given hints on food buying 
to insure wholesome, economical food 
for herself and the whole family; a 
diabetic Polish woman, unable to read 
English, is given a special diet list in 
her own language, or a cancer patient 
with no appetite is tempted to eat 
through substitution of more appeal- 
ing foods. Low calorie and diabetic 
diets in Polish, Spanish, Italian, Ar- 
menian, Arabic, Syrian, Greek, Ger- 
man—and even Chinese—are available 
for the international clientele of the 
Detroit V.N.A. 

Specific problems which cannot 
await the weekly conference are han- 
dled by telephone consultation. Edu- 
cation is a major function of the 
V.N.A. and coéperation with other nu- 
trition groups in the community pro- 
vides a continuing assault on the prob- 
lems of poor nutrition and faulty 
eating habits. * 
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PHARMACY 
(Begins on page 84) 


The final speaker of the afternoon, 
Dr. Barnes, discussed the increasing 
role that medical advertising is playing 
in the ‘post-graduate’ education of phy- 
sicians and pharmacists, calling atten- 
tion at the same time to some of the 
pitfalls inherent in such a medium. He 
reviewed various ways in which drug 
information is disseminated and the 
role of the Food and Drug Adminis- 
tration in “policing” such advertising. 


Factors singled out by Dr. Barnes 
in the evaluation of this advertising 
material included: The mechanism of 
action, potency, claims of clinical im- 
provement, toxicity, and reference 
claims. He also discussed how, in this 
connection, courses are now being of- 
fered in several medical schools on the 
suvject oc drug advertising. 

“The avalanche of new drugs or new 
combinations of drugs appearing on 
the market,” he observed, “has given 
added impetus to the role of the phar- 
macist as a drug consultant to the doc- 
tor, thereby enhancing his value on the 
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contoured supporting edge. Vollrath bedpans are heavy 
gauge 18-8 stainless steel, assuring lasting service. They 
are entirely seamless, free of crevices, satin-smooth in- 
side and easy to sterilize by any accepted method— 
fit all bedpan washers. Available in both heavy and 
medium gauges from leading hospital supply houses. 


Porcelain enameled bedpons in the same styles, also available 


Of raFRr_ 2.0.0. 
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hospital therapeutics committee.” In 
this respect, Dr. Barnes urged the im- 
portance of a “solid foundation and 
continuing education in physiology and 
pharmacology.” 

AT THE WEDNESDAY afternoon ses- 
sion, the first speaker, Dr. Don E. 
Francke, director of pharmacy service, 
University Hospital, University of 
Michigan, Ann Arbor, reported on a 
nation-wide study soon to be published 
in a book entitled, Hospital Pharmacy 
at Mid-Century. Topics covered in- 
cluded the administrative and profes- 
sional services of the hospital pharma- 
cist, hospital pharmacy facilities, per- 
sonnel and manpower needs, and rec- 
ommendations and goals for hospital 
pharmacy. 

According to his report, some 164 
million prescriptions — amounting to 
$321 million worth of drugs—are be- 
ing filled annually by hospital pharma- 
cists. This amounts, in dollar value, 
to more than 27 per cent of prescrip- 
tion drugs produced in this country— 
an increase of 22 per cent over the past 
30 years or so. 

In addition, Mr. Francke reported, 
more than 26 million prescriptions 
were dispensed to outpatients by hos- 
pital pharmacists in 1957. About 50 
per cent of these were supplied to in- 
digent or partially indigent patients. 


‘Only approximately half of the na- 


tion’s hospitals, however, were dispens- 
ing these prescriptions—and these gen- 
erally were the larger hospitals. 

Dr. Francke went on to state that 
by 1975, more than 10,000 full-time 
and part-time pharmacists will be 
needed in hospital practice — nearly 
double the number in this field as of 
four years ago. Sister pharmacists ac- 
count for more than half of the women 
in hospital pharmacy—with the ratio 
of men to women 2 to 1. The fact 
that the ratio of men to women in 
retail pharmacy is more than 9 to 1, 
Dr. Francke pointed out, indicates that 
women are more strongly attracted to 
hospital pharmacy. He called for a 
greater emphasis on the education and 
training of hospital pharmacists and 
the importance of attracting well- 
trained pharmacists to hospital prac- 
tice. He also urged the payment of 
“realistic salaries” to hospital pharma- 
cists in both managerial and staff posi- 
tions in order to ensure continued 
services. 

The second speaker of the after- 
noon, Sister Suzanne Marie, S.S.M., 
pharmacist, St. Mary’s Hospital, St. 
Louis, Mo., outlined a realistic teaching 


HOSPITAL PROGRESS 






































ST 


introducing the new adjustable turning frame by 





This innovation makes it pos- 
sible to turn or position the pa- 
tient as desired safely and easily. 
He may be stood upright, turned 
over, and restored to horizontal 
with virtually no effort. The con- 
ventional turnover is as easy as 
turning over in bed. The patient 
can be set up in the Frame, or in 
the cardiac position. The Tren- 
delenberg and Reverse Trendel- 
enberg positions can be attained 
when Frame is used in surgery. 
The Frame is compact, fits the 
elevator, easily wheeled into hos- 
pital room. Stores conveniently 
in small space when not in use. 


GILBERT HYDE CHICK COMPANY 
PLANT AND SALES OFFICES 
821-75th AVE. * OAKLAND 21, CALIFORNNIA 


Manufacturers and Distributors 
of Hospital Orthopedic and 
Fracture Equipment 
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For full details and demonstration write or ’phone this office, or the 
salesman in your territory, listed below for your convenience. 


Leon E. Rogers, Sales Mer. 
821 75th Avenue 
Oakland 21, Calif. 
Phone NE 8-9244 


CALIFORNIA, NEW MEXICO, 
NEVADA, UTAH, COLORADO, 
ARIZONA 

Frank L. Mitchell 

11102 South Van Ness 

Los Angeles, Calif. 

Phone PL 4-8663 


LOS ANGELES AREA 
Harold P. Smith 

211 San Vicente Bivd. 
Santa Monica, Calif. 
Phone EX 5-7180 


WASHINGTON, OREGON, IDAHO, 
MONTANA, WYOMING 

Laurel A. Sjoblom 

750 Horn Lane 

Eugene, Oregon 

Phone DI 3-6308 


TEXAS, OKLAHOMA, 
WESTERN ARKANSAS 

AND LOUISIANA BORDERS 
James Johnston 

2650 Grayson Drive 
Dallas, Texas 

Phone WH 6-2873 


MINNESOTA, IOWA, KANSAS, 
MISSOURI, NEBRASKA, 
NORTH AND SOUTH DAKOTA 
ABC Medical Services 
2438-27th Avenue, South 
Minneapolis 6, Minn. 

Phone PA 9-7351 

Also: 2315 Holmes 

Kansas City, Mo. 

Phone HA 1-2550 


WISCONSIN, ILLINOIS, 
INDIANA, MICHIGAN 
(Except Detroit Area) 
Philip Shapiro 

512 Warren Road 
Glenview, Illinois 
Phone PA 4-9398 


GEORGIA, ALABAMA, FLORIDA, 
EASTERN TENNESSEE, VIRGINIA, 
NORTH AND SOUTH CAROLINA 
George Rosselie 

3113 Piper Drive 

Decatur, Georgia 

Phone ME 6-4531 


PENNSYLVANIA (Except 
Pittsburgh Area) 

UPPER NEW YORK, WESTERN 
AND SOUTHERN NEW JERSEY, 
DELAWARE, MARYLAND, 


METROPOLITAN NEW YORK 
(5 Burroughs), EASTERN 
NEW JERSEY, SOUTHERN 
NEW YORK AREA 

Leonard R. Smith 

11 Towns End Road 
Mendham, New Jersey 
Phone LI 3-4904 


MAINE, NEW HAMPSHIRE, 
VERMONT, MASSACHUSETTS 
CONNECTICUT 

1. Willis 

15 Broadway 

Lawrence, Massachusetts 
Phone MU 3-8707 


DETROIT, MICHIGAN AREA, 
OHIO, WEST VIRGINIA, 
PITTSBURGH, PENNSYLVANIA 
AREA, KENTUCKY 

Richard Hichens 

123 Gale Street 

Akron, Ohio 

Phone HE 4-0337 


ATLANTA, GEORGIA AREA 
Walter Deadwyler 

2374 Boulevard Drive, N.E. 
Atlanta 17, Georgia 

Phone DR 7-1874 


WESTERN TENNESSEE, 
MISSISSIPPI, ARKANSAS 


MIAMI, FLORIDA AREA WASHINGTON, D.C., LOUISIANA 
Florida Medical Specialties Co. Robert Allison Frank Wright 
4506 N.W. Second Ave. 316 So. Jackson Street 880 Adams Avenue 
Miami, Florida Pottsville, Pennsylvania Memphis, Tennessee 
Phone PL 1-7625 Phone MA 2-9862 Phone JA 5-0619 
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DESIGNED 


Te TAKES IT 


ANCHOR 


SURGEON’S BRUSH 


Anchor Brushes are tough...each is 
guaranteed to take 400 or more 
autoclavings. 112 soft, firm tufts are 
specially tapered for better scrub-up 
efficiency with utmost comfort. 


Crimped bristles mean better soap 
retention...grooved handles permit 
firmer gripping. Each brush weighs 
but 1% oz. and is designed for 
use in Anchor stainless steel brush 
dispensers. 


Durability and performance mean 
true economy. Order by the dozen 
or gross through your hospital sup- 
ply firm today. 


Other outstanding Anchor products 

include— 

e All-Nylon Emesis Basins 

e All-Nyion Drinking Tumblers 

e Stainless Steel Surgeon’s Brush 
Dispenser 


Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 
AURORA, ILLINOIS 


Write for Complete Information to Exclusive Sales Agent 


THE BARNS-ELY COMPANY 


1414-A Merchandise Mart + Chicago 54, Illinois 











program in pharmacy for student 
nurses. “We must give them theory,” 


she pointed out, “but apply the course 
to nursing, not pharmacy!” 

Sister Suzanne Marie urged an “ac- 
tive process” in the educational pro- 
gram, which would encourage students 
to relate theory to actual case studies 
on the nursing division. In this re- 
spect, she cited the advantages to be 
gained from the use of special projects, 
group discussions, reports and audio- 
visual aids. 

At the same time, she graphically 
described certain pitfalls to be guarded 
against in any educational program: 1. 
Replacing old-fashioned study and 
conventional methods of teaching with 
modern gadgets and projects; 2. going 
overboard with the latest discoveries 
and newest developments in drug re- 
search; 3. waxing too enthusiastically 
about the amazing qualities of new 
agents, 4. neglecting to keep in mind 
the level of students being taught. 
Noting that students frequently are 
weak in basic, elementary arithmetic, 
Sister Suzanne Marie also advised phar- 
macists not to expect tco much from 
nurses in the way of pharmaceutical 
calculations. 

Sister Suzanne Marie also stressed 
three considerations underlying the 
preparation of a good teacher: 1. A 
well-rounded educational background; 
2. pleasant personal characteristics, 
with good human relations a must, 
and 3. professional prowess, including 
a knowledge of technical proficiencies, 
a command of teaching method, and 
“a way of thinking about the ends of 
education.” 

The final address of the afternoon 
was delivered by Rev. Raban Hathorn, 
O.S.B., of St. Meinrad’s Archabbey, St. 
Meinrad, Ind. In his talk, Father 
Raban urged the pharmacists to attend 
Mass daily, observing that “our chief 


duty and sublime dignity . . . is to 
share actively in the offering of this 
Holy Sacrifice.” 


There is a “difference” in Catholic 
hospitals, Father Raban continued, and 
that difference is to be found in the 
“spirit of service,” the source of which 
is the Mass. “The important thing we 
have to ask ourselves is: Does the 
Mass actually make a difference in my 
own life, in my service to others?” 
Father Raban queried. “Or, do I sleep 
through it, drag myself reluctantly to 
it, particularly when I have to attend 
a later Mass and therefore must in- 
terrupt whatever I am doing to go 
to it?” 
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For Patient 
Protection 





POSEY WRIST OR 
ANKLE RESTRAINT 


A friendly restraint available in Infant, Small, 
Medium and Large sizes. Also widely used for 
holding extremity during intravenous injection. 
No. P-450. $5.70 per pair. $11.40 per set; with 
ee rubber padding $6.70 per pair, $13.40 
per set. 





POSEY FOOTBOARD 
PATENT PENDING 


Fits ALL Hospital Beds. Can be used with side 
rails. Perpendicular Adjustment. No losing parts, 
Posey Anti-Rotation Supports, (Adjustable, re- 
movable, cushioned). May be used with traction. 
Posey Footboard, No. F-58, $33.00. Anti-Rotation 
Supports, No. F-58A, $6.00 each. 
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SWEETLAND BED WARMER & CAST DRIER 
U. S. Patent 2,122,964 


Bed Warmer $295.00; Adult body and leg cast 
drying mats $65.00; Child sizes $60.00. 


Prices F.O.B. Calif., subject to change without 
notice. Satisfaction guaranteed. 


SEND YOUR ORDER TODAY 


Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J. T. POSEY COMPANY 
2727 E. Foothill Blvd. 


Dept. HP 
Pasadena, California 
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Vapor Phase is not a wax, oil, dip or silicone. It is not sprayed directly nN 
ty 
on instruments. Even CARBON STEEL BLADES can now be stored safely, 


rust-free six months or more when treated as directed. 


cessfully used in hospitals coast to coast. 
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use in hot water sterilizers. 





GERMICIDAL 
- CONCENTRATE 


For cold sterilization. Eco- 

nomical — 8 ounce bottle 

makes 24 QUARTS! Anti- 
_ rust tablets included. 
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OF RUST ON SURGICAL INSTRUMENTS : " 
DURING AUTOCLAVING AND IN .. al 
STORAGE FOR FUTURE USE. > 


Simple and easy to use. Takes practically no extra time — but can save 


thousands of dollars per year in costly instrument replacement. Suc- 


WRITE FOR DETAILED BROCHURE 
ON COMPLETE RUST PREVENTION. 


Rust inhibitor for use during wash 
ae and rinse cycles. Prevents rust 
during air drying. A “MUST” if 


sonic washers are used. Also for 
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DAMAGING RUST.... 
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The Lorvic Co 


Removes ugly hard-water stains from 
sterilizers, vaporizers, aspirators, chrome 
fittings, etc. NO DANGEROUS ACID 
FUMES. 


The LORVIC 


CORPORATION 


5553 EASTON AVENUE 
ST. LOUIS 12, MISSOURI 





3. A policy of outright purchase forces 
the departments to compete for the 
funds which are available to buy 
equipment, and in most hospitals se- 
verely limits the number of those who 
may be satisfied. He said leasing of 
services and equipment ccnserves the 
working capital of the hospital, be- 
cause services are paid for as they are 
utilized. He said leasing has the fol- 
lowing operating advantages: 1. “Cap- 
ital which would be tied up in equip- 
ment is freed for use in improving 
other hospital services or facilities. 2. 


pe PURCHASING 


(Begins on page 88) 


services, Mr. Hill said that in contrast 
to the advantage of fewest dollars spent 
. over the life of the equipment, out- 
right purchase has the following draw- 
backs: 1. Equipment replacement is 
limited to the prevailing cash resources 
of the hospital; 2. Money needed to 
solve immediate problems is tied up in 
equipment services which cannot be 
recovered for a number of years, and 


ae a , ON ae y 
BARD-PARKER 


DISINFECTING 
SOLUTIONS 


seHALIMIDE peer 


Concentrate Disinfectant ¢ HA LIMI DE 


BARD PARKE 
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now Gyproved, HALIMIDE disinfectant — 
free from objectionable odor, is a concentrate 
of low surface tension and excellent penetrating 
qualities. Perfect for inexpensive instrument 
disinfection, 1 oz. mixed with 1 gal. of water 
makes a stable —clear—non-corrosive—non- 4 
staining solution, TUBERCULOCIDAL when di- 
luted with alcohol. No anti-rust tablets to add 
—no need for frequent changing. 
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B-P CHLOROPHENYL Disinfectant 


. . an ideal instrument disinfecting solution 
for professional office use. It is rapid in 
destruction of commonly encountered vege- 
tative bacteria—free from phenol (carbolic 
acid) and mercurials—not injurious to skin 
or tissue. It is used full strength—has a 
pleasant odor—its germicidal efficiency is 
not affected by soap. 





B-P FORMALDEHYDE GERMICIDE 


. +. Sporicidal - tuberculocidal - bactericidal - viru- 
cidal - fungicidal, it is especially suitable for hospital 
use in the chemical disinfection of instruments and pro- 
tection of surgical sharps. it is used full strength — and 
within 5 minutes will kill TUBERCLE BACILLI — vegeta- 
tive pathogens and spore formers—the spores them- 
selves within 3 hours. 


@PpP a “PARKER COMPANY, INC, 
BP ANBURY. CONNECTICUT 
A DIVISION OF BECTON, DICKINSON AND COMPANY 


GARD-PARKER © B-P * CHLOROPHENYL ¢ HALIMIDE are trademarks 
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Overhead could be lowered through 
reduced standby facilities. 3. A depart- 
ment with leased equipment is more 
flexible and able to be more quickly 
adapted to changing hospital needs. 
4. When a volume of equipment is 
under lease, x-ray companies would 
provide a resident service man. He said 
leasing plans now available provide 
the hospital with a defense against 
technological obsolescence in that 
equipment will be accepted in trade 
against new equipment at full original 
value for purposes of figuring the new 
lease charge. 

A debate on the value of contract 
laundry service brought the issue of 
contract service down to specifics. 
Fred Foster, vice-president, Wells Tel- 
evision, Inc., New York, N.Y., argued 
for the use of contract laundry serv- 
ice and Edwin T. Cullen, manager of 
Linen Services, Johns Hopkins Hos- 
pital, Baltimore, Md., spoke for the 
hospital laundry. Mr. Foster insisted 
that he has “never maintained that it 
is best for every hospital to contract 
for its laundry services outside, but 

. there are too many hospitals in 
this country who know nothing about, 
who have never investigated, who will 
not look for, a comparison of their 
ability and their own community to 
buy laundry services of higher quality 
ahd at a lower cost than they are cur- 
rently providing themselves with.” He 
cited several objections to the argu- 
ments of the advocates of hospital 
laundry service: 1. Inventory levels 
are dependent on the number of times 
a week the laundry is done, they are 
not a priori lower because the laundry 
is done in the hospital. 2. Contract 
laundry service does not involve un- 
necessary sorting and checking. 3. 
Wash formulae cannot be better con- 
trolled within the hospital. The quality 
of the laundry service does not depend 
on where it is being done but on how 
it is being done. 4. Hospital laundry 
service does not allow more flexibility. 
“When you are demanding of some- 
body outside the hospital that they con- 
form in a certain way or you will take 
the business away from them, how can 
you have more flexibility inside,?” he 
asked. 5. Hospital laundry service costs 
less. He said it is much easier to direct 
a commercial laundry as to how the 
laundry should be handled to avoid 
contamination, etc., than the hospital 
laundry. He said in the hospital laun- 
dry there is negotiation and compro- 
mise, but there is no compromise with 
the contract service. 6. Hospital laundry 
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NEW MOTOROLA | DAHLBERG 
AUDIO-VISUAL NURSE CALL 
only system that automatically 
identifies the patient, classifies 
the call, insures patient privacy 





DIGITAL READ-OUT: 
Panel shows room and 
bed designation of pa- 
tient cajling. 


PRIORITY: Panel lights 
when priority calls are re- 
ceived at Station. 


EMERGENCY: Panel 
lights when emergency 
calls are received at 
Station, 


TO CALL PATIENTS: 
Turn dials to room and 
bed designation, press 
**Call’’ button and lift 
handset for two-way 
conversation. System is 
re-set when phone is 
replaced. 


Through electronics, Motoroia/Dahliberg has brought auto- 
mation to nurse call systems...obsoleting all formersystems. 

The stylized unit pictured above, hardly larger than a 
telephone, performs all the functions of former systems— 
plus several important others—and does it all automatically. 

Advantages of this new system to hospitals are obvious: 
the automation of patient-nurse communications results in 
reduced room trips, yet enables the hospital to provide 
improved patient care. 

A nurse can actually serve more patients with the Motor- 
ola/Dahliberg system. And it's personalized service. The 
system shows the nurse the room and bed of the patient 
needing service. By simply lifting the handset, the nurse is 





P.S. Exclusive! Patient privacy guaranteed! 
The Motorola/Dahlberg automatic system eliminates ceiling and wall speakers in the patient's room 
... puts 2-way ‘“Tele-Mike”’ in the patient’s hand. In this way the patient and nurse can converse 
in complete privacy—a tremendous improvement, a morale builder for the patient. 
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DAHLBERG 
HOSPITAL COMMUNICATIONS SYSTEMS 


4501 WEST AUGUSTA BOULEVARD, CHICAGO 51, ILLINOIS ¢ SP 2-6500 


HANDSET: Two-way 
om wOice: eotuated,..fully 
automatic. Cancels 
calls when replaced. 


CALL: Panel shows 
white to indicate 
when a call is on the 
system... goes dark 
when nocalisremain. 


IN USE: Panel lights 

to indicate when this 

or other stations are 
using system. 


in immediate 2-way contact with that patient. 

A priority facility in the system allows a patient to be given 
“priority’’ attention when required—his calls are automat- 
ically channeled to the nurse ahead of others not requiring 
priority attention. 

While it provides the most advanced features of modern 
communications, the new Motorola/Dahliberg system is 
within the budget limitations of virtually any hospital re- 
gardless of size. 

A Motorola/Dahlberg Hospital Communications Consult- 
ant will be pleased to make a demonstration of this startling 
development in nurse call automation. Write, wire or phone 
today to reserve a demonstration. 















service results in better patient care. 
Mr. Foster discarded this argument as 
an unfounded rationalization. 

Mr. Cullen objected to the assertion 
that contract laundry service is su- 
perior to hospital laundry service. He 
countered that: 1. Even if contract serv- 
ices are used, 25 to 30 per cent of the 
laundry personnel must still be re- 
tained to handle sorting, counting and 
delivery. 2. When contract services are 
used, linen inventory must be increased 
to compensate for late deliveries, 
breakdowns in the plant and strikes. 
3. Contract laundry service results in 


this little customer deserves the best 


Rubens baby garments are best for your 
budget, too. They last longer under ster- 
ile laundering — cut replacement costs. 

Try the Rubens stretch test and see 
for yourself, Grasp the shoulder seam 
of any Rubens garment at the sleeve 
top and at the collar. Pull as firmly as 
you wish. Unless you 
exert tremendous 
force, it will not 
break! 

Next, try the same 
sit with any other infant garment and 
see how quickly the threads pop and 
the seam gives as tension increases, 
Buy Rubens and save! 








linen replacement costs which are “out 
of proportion to services received.” 4. 
Costs are not decreased through the 
use of contract service. “Any eff- 
ciently operated hospital laundry can 
produce work at a lower cost per 
pound that any outside contractor 
could afford to,” he said. He concluded 
his argument by citing examples of 
hospitals which had been forced to 
abandon contract service chiefly be- 
cause of excessive linen replacement 
costs. 

Consideration of contract services 
was continued with a talk on contract 
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Style C311MC 
Adjustable 

pin back with 
mitten cuffs 

— easier, more 
convenient to use 
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nurses’ time 
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food service by Mary M. Harrington, 
director of dietetics, Harper Hospital, 
Detroit, Mich. Miss Harrington 
charged that some hospitals use con- 
tract food service because “sometimes 
the administrator lacks the interest and 
the technical and managerial compre- 
hension of the responsibilities of the 
dietetics department and fails to give 
the necessary material support and ad- 
ministrative guidance to the dietetic 
staff.” She admitted that young die- 
tary trainees prefer working with con- 
tract firms because of the competent, 
supporting technical services they pro- 
vide. She said that contract firms can 
secure specialized assistance in engi- 
neering cost control, accounting, per- 
sonnel and management problems. She 
also admitted that “there is a proper 
place for the company-operated fa- 
cility, the contracting firm and vend- 
ing machine services in the inplant and 
hospital food industries. But none of 
these can assume that its permanence 
will go unchallenged.” 

The advantages and disadvantages 
of contract housekeeping service were 
outlined by Roland D. Olen, adminis- 
trator, Holy Redeemer Hospital, Mead- 
owbrook, Pa. 

He urged administrators to consider 
the additional, indirect costs involved 


in hospital housekeeping. He said be- 


Sides the additional payroll, there is 
also a necessity for additional per- 
sonnel with consequent additional 
work for the personnel department. 
Mr. Olen listed the following as ad- 
vantages of contract housekeeping 
service: 1. Housekeeping duties are ac- 
complished more efficiently. 2. The 
contracted company specializes in this 
type of work, consequently, it is aware 
of new supplies and is constantly 
striving for better methods and pro- 
cedures. 3. The company provides 
trained personnel, whose availability is 
a company responsibility. He said 
some of the disadvantages of contract 
laundry service are: 1. The company’s 
work may not meet the hospital’s 
standards, and 2. Friction may develop 
between hospital personnel and the 
company’s employes, particularly if the 
personnel policies differ greatly. 
“Vendor Relations” was the general 
subject for the Sunday morning ses- 
sion at which Samuel White, Jr., staff 
representative, American Hospital 
Assn., Chicago, Ill. presided. R. E. 
Connelly, assistant vice-president, Will 
Ross, Inc., Milwaukee, Wis., opening 
the panel discussion, “Suppliers Talk 
Back,” outlined what hospitals can do 
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— few moving parts; lint-free 
radiator and reusable filter 
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e TIMESAVERS 


GEERPRES MOPSTICKS 


e WORKSAVERS 


e FLOORSAVERS 


Exclusive Geerpres design eliminates wing nuts, chains, 
clamps, etc., that can_tangle mop strings or injure 
floors and furniture. Foolproof spring yoke feature 
holds mop securely yet lets you change mop heads 


quickly and effortlessly. 


Geerpres mopsticks are available with wood, metal or 


vinyl-covered metal handles in three different lengths. 


GEERPRES WRINGER, INC. 


P.O. BOX 658 MUSKEGON, MICHIGAN 
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to assist industry in the process of 
paper work on orders, request for quo- 
tations and credit adjustments. He 
pointed out that “specifications should 
be complete and carefully written.” 
The second panelist, H. F. Borin, vice- 
president, Merchandising Product De- 
velopment, American Hospital Supply 
Corporation, Evanston, Ill., advised that 
“purchasing agents should not buy in 
broken carton quantities. This means 
repackaging costs and sometimes re- 
packaging is not done as well as the 
packaging done at the factory.” Henry 
Skovron, product manager, Sterilizer 
Division, American Sterilizer Co. 
Erie, Pa., cautioned that specifications 
are nothing but ground rules indicat- 
ing that the hospital has set certain 
physical and mechanical standards for 
the equipment it plans to purchase. 
The final panelist, Harry L. Heller, 
A. S. Aloe Co., St. Louis, Mo., com- 
mented that “a deviation from a stand- 
ard item costs the hospital considerably 
more than if it purchased the standard 
item, and, despite the increased pur- 
chase price, the manufacturer makes 
little or no profit on these specials.” 
He said any deviation from a standard 
item necessarily involves individual 
engineering and custom manufacture 
with their consequent additional costs. 

The concluding panel for the morn- 
ing session, entitled “Who Listens to 
Salesman?” was devoted to a discus- 
sion of desirable controls and methods 
to obtain the most benefit from inter- 


‘ views with salesmen. Sister Regina 


Joseph, O.S.F., purchasing agent, St. 
Clare's Hospital: New York; Edward 
Blaszczyk, assistant administrator, St. 
Francis Hospital, Evanston, Ill.; Joseph 
F. Hill, and Joseph A. Heeb, associate 
administrator, Hospitals of the Sisters 
of St. Joseph, Wichita, were panelists. 

The concluding session of the Insti- 
tute was devoted to a “Products and 
Problems Forum.” Sol Singerman, man- 
ager, Hospital Relations, American 
Cyanamid Co., Surgical Products Div., 
Danbury, Conn., discussed the tech- 
niques for evaluating new products. 
He illustrated various forms that would 
be utilized in this evaluation. A “You 
Asked For It” question and answer 
period occupied the final two hours. 
Sister Mary Albert, director of pur- 
chases, St. Joseph Riverside Hospital, 
Warren, Ohio; Wes. J. Budziszewski; 
Dan F. Luce, purchasing agent, St. 
Mary’s Hospital, Minneapolis; Monroe 
M. Title, assistant director, Brent Gen- 
era! Hospital, Detroit, and Sol Singer- 
man answered the questions of the 
registrants. x 
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[A HISTORY OF THE CATHOLIC HOSPITALS | 


Che First American 
Catholic Hospitals 


(1525-1900) 


The first Catholic hospital in the western hemi- 
sphere was established before 1524, in the City 
of Mexico by the great Spanish conqueror, 
Hernan Cortes. Cortes declared in his will that 
he built the hospital in gratitude for the graces 
and mercies God had bestowed on him in per- 
mitting him to discover and conquer New Spain 
and in atonement for any sins he had commit- 


ted, especially those that he had forgotten. The - 


hospital was called the Hospital de la Purisima 
Concepcion. It is still in existence and its super- 
intendents are appointed by the descendants of 
Cortes. Pope Clement VII (1529) conferred on 
Cortes the perpetual patronage of this hospital 
a other similar institutions to be founded by 
im. 

In Canada .. . the earliest Catholic hospital 
foundation was that of the Hotel-Dieu, estab- 
lished in 1639 by the Duchess of Aiguillon and 
located near Quebec. 


The first Catholic hospital in the United States 
was erected on Manhattan Island about 1663. 
It was built at the request of surgeon Hendrick- 
sen Varrevanger for the care of sick soldiers 
who had been lodging in private homes, and for 
the West India Company’s Negroes. 


Pesthouses for contagious diseases were es- 
tablished at New York, Salem (Mass.) and 
Charleston early in the. eighteenth century. 

The first hospital established by private benefi- 
cence was the Charity Hospital at New Orleans. 
Founded in 1720 by Jean Louis, a sailor. The 
Charity Hospital was later destroyed by a hurri- 
cane in 1779. 
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HERNAN CORTES: 
Reproduced by permission of Salvador DeMadoriaga 


One of the largest hospitals built in the eighteenth 
century was the New Charity Hospital (San Carlos). 
Founded in 1780, it became the City Hospital in 1811. 
Still in charge to the present day, are the Sisters of 
Charity who receive 8,000 patients annually. The 
oldest hospital in the City of New York is the New 
York Hospital, founded in 1770 by private subscrip- 


tions and by contributions from London. 
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PEOPLE AND PLACES 











Personnel Changes 


@ MANY SISTERS of the Holy Family 
of Nazareth associated with St. Mary 
of Nazareth Hospital, Chicago, re- 
cently received new assignments from 
Mother Mary Getulia, C.S.F.N., su- 
perior provincial. Sr. Mary Savina, 
clinical instructor in the outpatient de- 
partment and emergency room, has 
been assigned to Mother Frances Hos- 
pital, Tyler, Tex.; Sr. Mary Petro- 
nella, record librarian, has been as- 
signed to Holy Family Hospital, Des 
Plains, Ill.; Sr. Mary Marilyn, recently 
graduated from Creighton University, 
Omaha, will serve at Bethania Hos- 
pital, Wichita Falls, Tex.; Sr. Mary 
Norbert, has been assigned to the 
medical records department at St. Mary 
of Nazareth Hospital from Menasha, 
Wis., and Sr. Mary Alda has been 
appointed to servé at St. Mary’s from 
Nazareth Hospital, Mineral Wells, 
Tex. Sr. Mary Amata, director of 
nursing at St. Mary's, announced that 
Estelle Zawilenski, R.N., will as- 
sume the duties of head nurse in the 
post-anesthesia recovery and intensive 
nursing care room. Geraldine Szy- 
manski, R.N., has been promoted 
from staff nurse to succeed Miss Zawi- 
lenski. Thomas E. Starck has been 
named assistant administrator of the 
hospital. 


| RICHARD H. STEN- 
/ner, formerly ad- 
/ ministrative as- 
Sistant at the 
Methodist Hospi- 
tal in St. Louis 
Park, Minn., has 
been appointed 
personnel director 
at St. Joseph Hos- 
pital in Burbank, Calif. He holds a 
bachelor of science degree from 
Creighton University of Omaha, Neb., 
and a master of arts in hospital ad- 
ministration from the State University 
of Iowa, Iowa City, Ia. He has served 
as administrative assistant to the chief 
of Medical Service at the Army Hos- 
pital at Fort Hocker, Ala. Mr. Stenner 
is a member of the American Hospital 
Association and the Alpha Delta Mu 
Professional Hospital Administration 
Fraternity. 
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@ DR. F. B, ROTH, deputy minister of 
Public Health, Province of Saskatche- 
wan, Regina, Canada, has accepted the 
recently established full time position 
of Professor and Head of the Depart- 
ment of Hospital Administration in 
the School of Hygiene, Toronto Uni- 
versity, Toronto, Canada. Dr. Roth 
will take up his new position on July 
1, 1962, and will direct the Univer- 
sity’s program of graduate education 
and research in the field of hospital 
administration. He will also be respon- 
sible for developing a wider program 
of graduate study and research in the 
organization and administration of 
health services. This new appointment 
has been made possible by a grant 
from the W. K. Kellogg Foundation, 
Battle Creek, Mich. 


ERNEST C, LEETZ, 
business manager, 
University of 
Michigan Hospi- 
tal, Ann Arbor, 
Mich., has been 
elected president 
of the American* 
Association of 
Hospital Account- 
ants. Other officers elected to serve 
with Mr. Leetz are: Harry O. Hum- 
bert, Roosevelt Hospital, New York, 
first vice-president; E. Gilbert Slat- 
ton, Eugene Wuesthoff Memorial 
Hospital, Rockledge, Fla., second vice- 
president, and William E. Culbert- 
son, Wood County Hospital, Bowling 
Green, Ohio, treasurer. Three new di- 
rectors were also elected: Sr. Mary 
Michaeleen, St. Joseph’s Hospital, 
South Bend, Ind.; Stanley W. Shep- 
ard, New Britain General Hospital, 
New Britain, Conn., and Clifford C. 
Losberg, Jr., Ochsner Foundation 
Hospital, New Orleans, La. 





™@ PAUL O. FUNK, MLD., is the new di- 
rector of medical education at St. Ann 
Hospital, Cleveland, Ohio. 


M@ SISTER MARY DANIEL, O.S.F., for- 
merly supervisor and clinical instruc- 
tor in Medical Nursing at Good Sa- 
maritan Hospital, Zanesville, Ohio, has 
been appointed superior and adminis- 
trator of Memorial Hospital, West 
Point, Neb. She received her master’s 








degree in Administration of Nursing 
Services from the Catholic University 
of America, Washington, D.C., in 
1959. She replaces Sr. Benita Marie, 
O.S.F., at Memorial Hospital. 


M@ A. FRANCIS HORNING has been ap- 
pointed personnel director at Halstead 
Hospital, Halstead, Kan. 


@ THEODORE J. DRUHOT has been ap- 
pointed assistant administrator of St. 
Joseph’s Hospital, Fort Wayne, Ind. 


M™ MANY ALUMNI of the St. Louis 
University Course in Hospital Admin- 
istration have received recent assign- 
ments: Sr. Mary Bernardine, S.M., 
Mercy Hospital, Redding, Calif.; Sr. 
Mary Christopher, L.C.M., Little 
Company of Mary Hospital, Evergreen 
Park, Ill; Sr. M. Ellenita, S.S.C., 
Holy Cross Hospital, Chicago, IIl.; Sr. 
Mary Jordan, O.P., St. Joseph Hos- 
pital, Aberdeen, Wash.; Sr. Mary 
Theophane, O.S.F., assistant admin- 
istrator, St. Anthony Hospital, Mil- 
waukee, Wis.; Roy W. Thornton, as- 
sistant administrator, St. Elizabeth 
Hospital, Granite City, Ill; John L. 
Ryan, vice-president, Gordon A. 
Friesen Associates, Inc., Washington, 
D.C.; James McCaffrey, assistant ad- 
ministrator, St. Joseph Hospital, Fort 
Worth, Tex., and Sr. M. Ambrose, 
O.S.F., assistant administrator, St. 
James Hospital, Pontiac, Ill. 


@ THE ADMINISTRATORS of three hos- 
pitals in the State of Washington oper- 
ated by the Sisters of St. Joseph of 
Newark have recently received new 
assignments. Sr. M. Patricia, formerly 
administrator of St. Joseph’s General 
Hospital, Bellingham, Wash., has be- 
come administrator of St. John’s Hos- 
pital, Longview; Sr. Frances Xavier, 
formerly administrator of St. An- 
thony’s Hospital, Wenatchee, has 
moved to Bellingham, and Sr. Jane 
Frances, formerly administrator of St. 
John’s Hospital, Longview, has become 
administrator of St. Anthony's Hos- 
pital, Wenatchee. 


@ SISTER THEODORE MARIE, C.S.J., has 
been appointed administrator of Sacred 
Heart General Hospital, Eugene, Ore. 
She had previously been administrator 
of the hospital for 12 years, between 
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1940 and 1955. She will succeed Sister 
Marie de Pazzi who came to the hos- 
pital as administrator in 1960 on tem- 
porary assignment. She is returning to 
the East, to become superior afd ad- 
ministrator of a new village for de- 
pendent children which was opened 
two years ago by the Sisters of St. Jo- 
seph of Newark at Rockleigh, N.J. 


@ SISTER MARY FRANCIS CLARE, S.S.M., 
formerly administrator of St. Mary’s 
Hospital, Richmond Heights, Mo., was 
named administrator of Cardinal Glen- 
non Memorial Hospital, St. Louis, Mo., 





recently. Sister Mary Felicia, S.S.M., 
formerly administrator of Cardinal 
Glennon Memorial Hospital, will re- 
place Sister Mary Francis Clare as ad- 
ministrator of St. Mary's Hospital. 


@ JOHN F. RUZIC, M.D., has been ap- 
pointed director of medical education 
at Holy Cross Hospital, Chicago, Ill. 


Honors and Appointments 


M@ SISTER MARY LAURENTIA, F.S.S.J., 
director of the medical record depart- 
ment at St. Mary’s Hospital, Brooklyn, 
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N.Y., was recently elected president of 
the New York State Association of 
Medical Record Librarians. She is also 
president of the Greater New York 
Association of Medical Record Librar- 
ians. 


M@ JAMES J. CALLAHAN, M.D., profes- 
sor and chairman of bone and joint 
surgery at the Stritch School of Medi- 
cine, Loyola University, Chicago, re- 
cently received an honorary doctor of 
science degree from the University. 


M@ JAMES J. DUFFY, M.D., a neuro-sur- 
geon, has been elected president of the 
medical staff and chairman of the exe- 
cutive committee of the new Holy 
Family Hospital, Des Plaines, Ill. Dr. 
Eugene M. Harsette was elected vice- 
president and Dr. Theresa B. Huddy 
was elected secretary-treasurer. They 
are also members of the executive com- 
mittee. Other members of the execu- 
tive committee are: Dr. Alfred J. 
Faber, chief of general practice and 
a member of the Des Plaines Board 
of Health; Dr. M. M. Fahey, head 
of the department of surgery; Dr. 
William R. O’Connor, head of the 
department of internal medicine, Dr. 
Arthur B. Levan, obstetrician and 
gynecologist and Dr. Michael A. Lim- 
osani, head of the department of pedi- 
atrics. 


M@ THREE NEW advisory board mem- 
bers were appointed recently at St. 


. Alexis Hospital, Cleveland, Ohio. A. F. 





Connors will serve on the public rela- 
tions committee; R. F. Gabele will 
serve on the finance committee, and 
Andrew A. Zverine will be on the 
buildings and grounds committee. 


M@ MISS ELLEN ANDERSON, Chapel 
Hill, N.C., was recently elected presi- 
dent of the American Society of Med- 
ical Technologists. Miss Lenna D. 
Loyd, Portland, Ore., was chosen as 
president-elect. 


M@ REV. S, J. CULOTTA, hospital chap- 
lain at St. Joseph’s Hospital, Houston, 
Tex., was recently elected chairman of 
the Association of Catholic Chaplains 
in Texas Hospitals. 


@ ST. VINCENT’S HOSPITAL, Erie, Pa., 
plans a $900,000 rehabilitation center 
to serve northwetsern Pennsylvania. 
The center will contain 35 beds and is 
designed to assist the rehabilitation of 
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IMMERSION TANK 
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PB-110 

PARAFFIN BATH 

(for hand, wrist, 
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electric heating unit, 
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For postoperative rec- 
tal or postpartum care 
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disabled persons through an integrated 
program of medical, psychological, so- 
cial and vocational services, under pro- 
fessional supervision. 


M@ EXCAVATION WORK for the first 
phase of the $4.5 million St. Anthony 
Hospital, Rockford, Ill., has begun. 


M@ MERCY HOSPITAL, Pittsburgh, has 
opened a new audio-visual department 
which produces motion pictures, slide 
movies, operating room photography, 
x-ray reproductions, sculptured speci- 








. for every surgery patient 





This new concept of closed wound suction for all 
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healing—patient comfort—and early ambulation. 
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and reduces post-operative pain. 
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Spring Evacuator Pump Applied and started in operating room. 
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parts arrive in surgery sterile (gas sterilized) and 
properly sealed. 
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mens and photographs for use in plas- 
tic surgery. Chief medical photogra- 
pher is Joseph T. Lappan. 


@ THE SIX STORY $2,225,000 addition 
to St. Joseph Hospital, St. Charles, 
Mo., was dedicated recently by Bishop 
Glennon P. Flavin, Auxiliary Bishop 
of St. Louis. 


M@ HIS EXCELLENCY, WALTER P. KEL- 
LENBERG, Bishop of the diocese of 
Rockville Centre, N.Y., dedicated the 
new $1.25 million building at St. Fran- 
cis Hospital, Roslyn, L.I., recently. 
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M@ FRANCISCIAN SISTERS of the Sa- 
cred Heart plan a new 336-bed gen- 
eral hospital which will cost more than 
$8.4 million at Joliet, Il. 


@ GROUND BREAKING ceremonies were 
held recently at St. Joseph’s Hospital, 
Marshfield, Wis., to inaugurate the 
construction phase of the $5 million 
expansion program. 


M ROSARY HOSPITAL, Corning, Ia., 
held open house to celebrate its 10th 
anniversary recently. About 1,000 peo- 
ple attended. 


@ THE NEW ADDITION to the Salve 
Regina Memorial Hospital, Hastings, 
Minn., has been completed. 


@ ST. VINCENT CHARITY Hospital, 
Cleveland, Ohio, plans to build a com- 
pletely new hospital building to serve 
the redevelopment and growth of 
downtown Cleveland. 


™@ CONSTRUCTION of an addition to 
St. Joseph Mercy Hospital, Pontiac, 
Mich., will begin this summer. 


@ MOTHER PHILLIPE DE CESAREE of 
Montreal, Mother General of the Sis- 
ters of Charity of Providence, inspected 
the new wing of St. Mary's Hospital, 
Walla Walla, Wash., recently. 


@ THE 10,000TH PATIENT was fe- 
ceived at St. Vincent’s Hospital of 
Westchester County, Harrison, N.Y., a 
psychiatric center, recently. The hos- 
pital received its first patient on Dec. 
10, 1879. 


@ ALEXIAN BROTHERS Hospital, Chi- 
cago, Ill., used the “Then and Now” 
approach to its 95th annual report. 
Photographs dating back to 1915 were 
used as contrast to up-to-date photo- 
graphs of hospital facilities. 


@ A MILLION dollar home for the aged 
will be constructed at Berlin, N.H. 
Bishop Ernest J. Primeau of Man- 
chester said it will be called the St. 
Vincent de Paul Home and will be 
staffed by the Sisters of Providence. 
It is scheduled to be ready for occu- 
pancy in 1962. 


M@ SISTER MARY TERESA JOSEPH, S.F.P., 
administrator of St. Anthony Hospital, 
Columbus, Ohio, has announced that 
contracts to construct a surgical and ad- 
junct facilities addition were signed 
recently. This is part of a long range 
plan which will eventually replace all 
old buildings with modern ones. The 
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Construction plans will become § There’s no better, no safer 
areality much sooner if you put way to make your savings grow 
your surplus funds to work, than by investing in Catholic 
earning a good rate of return. Institutional Bonds through 
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How to Borrow 


...for new buildings, expansion of present 
facilities, or modernization. 
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Next, you will receive the con- Dedication day arrives—dreams 
Struction funds from Dempsey- —_ become a reality. 

Tegeler & Co., and your pro- 

gram will be underway. 


For more than a quarter century Dempsey- 
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provides bacteriostatic action in a| 
soothing, pleasantly scented aerosol 
spray — forms a moisture resistant coat 
over affected areas. 

helps prevent skin irritations com- 
mon to the bedfast patient — only two) 
applications daily for ample protection. 
protects areas subject 

to irritation during biliary 

drainage and following 

ileostomies, colostomies, 

and other surgical proce- 

dures— without interfering 

with dressings. 

available in Aerosol | 

cans — 12 oz., $4.50; 414 

oz. (patient size), $2.00. 
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Director, Educational Services 


SOMEONE TO TALK WITH .. 
SOMEONE TO WRITE TO.. 


Our experienced consultation is 
available to you in evaluating 
your Educational and Library 
needs. 
Regular discount. 
Transportation paid by us. 
Write for 1961-62 catalogue. 
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4th floor of the addition will have a 
12-bed intensive nursing care unit. 
Eight newly equipped operating rooms 
and the recovery area will be located 
on the third floor. The second floor 
will accommodate pharmacy, labora- 
tory and central sterile supply depart- 
ments. Of special interest will be a 
combination steam and gas sterilizer 
the first to be installed in the area. 


@ ST. CHARLES HOSPITAL, Toledo, 
Ohio, has issued its annual report in a 
beautifully designed brochure carry- 
ing out the theme: “Hands That Care.” 
By means of professional photography 
and layout, the story of the hospital 
is given drama and impact. 


@ CONSTRUCTION began recently on a 
new 36-bed nursing home unit, an ex- 
tension of St. Benedict's Hospital, Je- 
rome, Ida. Total cost of the construc- 
tion will be $358,166. The home will 
be administered by the Sisters of St. 
Benedict in conjunction with the hos- 
pital operation. 


In The Mission Field 


M@ FATHER JAMES C. KALCHTHALER, 
M.M., Butler, Pa., averted the threat of 
starvation in Nabunturan, Philippines, 


after an army of mice and severe floods - 


teamed up to destroy rice and corn 
crops. Father Kalchthaler contacted 
Catholic Relief Services — National 


Catholic Welfare Conference officials . 


in Manila. They agreed to ship rice, 
corn and powdered milk to Davao City, 
provided the missioner could supply 
transportation to the stricken villages. 
Father Kalchthaler recruited teams of 
truckers who volunteered to drive the 
relief goods 63 miles into the rugged 
interior each weekend. He has sup- 
plied food and medicine to 3,000 fam- 
ilies in five villages. Now he is urging 
villagers to plant early corn crops to 
replace those lost. 


™@ BISHOP LEONARD J. RAYMOND of 
Allhabad has opened the first Catholic 
hospital in the industrial city of Kan- 
pur, India. The Mariampur Hospital 
is operated by the Ursuline Sisters of 
Mary Immaculate, an Italian congre- 
gation. Father J. Tong, S.J., execu- 
tive director of the Catholic Hospital 
Association of India, was present for 
the ceremonies. 


M THE SCARBORO FOREIGN MISSION 
Society will begin missionary work in 
Itacoatiara, Brazil, a region with 





50,000 Catholics and only two priests 
in August, 1962. Father Francis Die- 
mert, S.F.M., superior general of the 
community, said five priests have been 
assigned to the mission. They will go 
to the territory after studying Portu- 
guese for a year. The community now 
has missions in Japan, the Philippines, 
the Dominican Republic, British Gu- 
iana, St. Vincent Island, the Bahamas 
and Brazil. 


@ THREE NUNS of the American 
province of the Holy Spirit Missionary 
Sisters, Techny, Ill., have been assigned 
to the community's missions in Ghana 
where they will join 42 other Holy 
Spirit Sisters. The nuns are Sister De- 
Pazzi of Sacred Heart High School, 
Greenville, Miss.; Sister Mary Cath- 
erine of St. Therese Hospital, Wau- 
kegan, Ill, and Sister Mary Joseph 
of St. Mary’s Hospital, Watertown, 
Wis. Their assignment was announced 
by Mother Michael, provincial su- 
perior. 


@ ASSUNTA HOSPITAL, Petaling Jaya, 
Selangor, Federation of Malaya, is the 
only Catholic hospital in Malaya. The 
outpatient department and maternity 
section have been functioning for the 
past few years. The medical and pe- 
diatric wards were opened Jan. 1, 
1961. The surgical wards and operat- 
ing room began in March, 1961. The 
first of February saw the beginning of 
the first and only nurse's training 
under Catholic auspices in the Federa- 
tion of Malaya. There are 27 student 
nurses, of which 19 are Catholic and 
the remaining eight are taking instruc- 
tions. The Franciscan Missionaries of 
Mary who operate the hospital came 
to the area after having been expelled 
from Red China. There are 40 sisters 
in the community representing 11 na- 
tionalities. There are 5,000 consulta- 
tions at the hospital per month, 120 
confinements and a growing number of 
inpatients. The sisters also teach 3,500 
children in the kindergarten, primary 
and secondary schools near the hos- 
pital. 


M@ TEN MISSIONARY SISTERS, Francis- 
cans of a community with headquarters 
in Manage, Belguim, and a Spanish 
congregation of the Servants of the 
Divine Master have arrived in Leo- 
poldville, The Congo, as refugees from 
the troubled Maniema region of south- 
ern Kivu province. The Belgian nuns 
were ousted by a Lumumbist group 
from their mission at Kibangula. The 
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Year after year . . . more and more 
Directors of America’s leading Schools of 
Nursing are discovering the advantages 
of BRUCK’S unexcelled Student Nurse 
Uniform Service. For details, please 
write: Dept. HP-8. 


BRUCK’S 387 FOURTH AVE., NEW YORK 16 
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More Vitamin C than in Fresh 
or Frozen Orange Juice! 
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Each 4-oz. serving contains more . 
than 70 milligrams of Vitamin C. ,-° 


</ Nothing to add but water : 
<V High Nutrition—Low Acidity 


So easy to prepare! A 2-lb. 
vacuum-packed tin of the 
new Lasco Orange Break- 
fast Drink Granules 


and 2 ge of water LoACO- DELUXE 
make our-ounce 
servings ... deli- FROTHY 
cious, nutritious 
and economical! GRA NULE Ss 
e’ _-in 15 delicious flavors (Orange, 
* Lemon, Lime, Grape, Pink Lemon, 
WRITE -’ Fruit Punch, Orange Pineapple, etc.). 
.’ An 8-oz. serving contains 30 milligrams 
for complete ,° of Vitamin C (and 4000 U.S.P. Units of 
details} .° Vitamin A in some flavors). The 10-oz. jar 
* makes 7 gallons of beverage for less than 
. 2¢ an 8-oz. glass! 


ALLEN FOODS, INC. 
Finer Foods for Hotels and Institutions 
4555 GUSTINE « ST. LOUIS 16, MISSOURI 
Visit Our Booth #612 at A.D.A. Conv. 
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Boasting a phenol coefficient of 33, Germicidal 
Floor Cleaner ELIMSTAPH #2 disintegrates 
the entire Staph organism. 


Kills most other known pathogens, 
spores and fungi on contact. Residual, it continues to 
kill as long as it remains on the floor. Eliminates 
odors by destroying the source of putrefaction, 


SAVES YOU MONEY, TOO. Colorless, 
odorless ELIMSTAPH #2 gets rid of dust and 
deep down dirt — leaves floors sparkling-clean. 
A little goes a long way. You use only one oz, 
per gallon of water. No wonder so many Administrators 
specify it as their Primary Floor Cleaner. 


Equally effective on walls, doors, furniture, Ca 
toilets, showers, garbage cans, mops, 4" 
pails, brushes. It will cost you nothing to test |Misessaane 
ELIMSTAPH #2 against your present g 
germicide. Mail coupon today for | 
Free Sample and full information, 


' Walter G. LEGGE Co., Inc. 
Dept. C-4, 101 Park Ave., 
New York 17, N. Y. 


Walter G. LEGGE Company, inc. 
Dept. C-8, 101 Park Ave., New York 17, N. Y. 


Branch offices in principal cities. In Toronto—J, W. Turner Co, 


1 Rush Sample and full information on Elimstaph #2, 
0 Have a LEGGE Representative phone me for an appointment. 
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Spanish nuns fled their missions at 
Mingana and Kipaka under constant 
threat from bands of youths loyal to 
the ultranationalist and anti-European 
principles ascribed to the murdered 


former premier, Patrice Lumumba. 


H BROTHER VICTORIAN WISNIEWSKI, 
(FM, who recently returned 10 Pu- 


sk, Ws, from missionary serie in 
Calbayog on Suma [snd inthe Ph 


ippines, says seven out of 10 of the 


people there have tuberculosis. Brother 
Wisniewski is packing supplies for the 
Franciscan dental and medical clinic 
on Samar. He expects to return in the 
fall. He noted that the goverment hos- 
pital in the area can admit only those 
patients who are able to supply their 
own medicines. The poor depend on 
the Francican mission for supplies. 


M@ SISTERS OF THE MOST PRECIOUS 
Blood, O'Fallon, Mo., will open a 
novitiate in Lima, Peru, to accommo- 
date prospective South American mem- 
bers. The Sisters began mission work 
in Lima in 1957. Last year three sis- 
ters were sent to Open a mission in 
La Paz, Bolivia. The community also 
does missionary work in Finland. 


@ THREE U.S. MISSIONARIES and four 
nuns from Colombia have opened a 
school in Viacha, Bolivia. Father An- 
drew B. Schierhoff, St. Louis, is pastor 
of the St. Augustine Church in Viacha. 
The four nuns are members of the 
Congregation of Missionaries of Mary 
Immaculate and St. Catherine of Si- 
enna, One nun is a registered nurse 


who visits and cares for the sick in 
Viacha and the surrounding rural com- 
munities, 


B CHILE'S CARITAS, a Catholic chari- 
ties organization, has distributed about 
$32 million worth of CRS-NCWC sup- 
plies since 1956. It hopes to distribute 
another $18 million in such supplies 
during 1961. 


@ NEW OUTBREAKS of Hansen’s dis- 
ease are feared in the north of Kasai 
province, Leopoldville, The Congo, 
with the forced departure of mission- 
ers and others who have cared for its 
victims for decades. The flight of the 
missioners and European medical tech- 
nicians who cared for the lepers has 
left tens of thousands of them without 
medical treatment. About 1,500 lepers 
have been left unattended in one leper 
station, the hospital of Dikungu near 
Tshumbe. This hospital was founded 





by the Belgian specialist, Dr. Francis 
Hemerijckx and was staffed by Bel- 
gian nuns. It is believed that thousands 
of former patients at such hospitals 
have taken refuge in the deep jungle. 
Lepers who had been cared for in their 


homes by missioners can expect to be 
cast out of their villages into the brush 


and jungle, as the disease, unchecked 
by medicines an fod, reks ou in 


ful force ‘The breakdown of hyplene 


in the North Congo, combined with 


the lack of medical care and the unte- 


stricted movements of the lepers, is 
expected to multiply chances of con- 
tagion. 

In many parts of North Kasai, one 
out of 20 persons has leprosy. Caritas- 
Congo has sent medicines and supplies 
to refugees from North Kasai who 
have fled to the southern part of the 
province, but the organization has 
been unable to get supplies through 
to the north. 


M@ FATHER DOMINGOS DE CASTRO 
MENDES has been named Vicar Gen- 
eral of the Luanda (Angola) archdio- 
cese by Archbishop Moises Alves de 
Pinho. 


M@ WHEN THE SISTERS OF CHARITY of 
Cincinnati, Ohio, open their mission 
work in two Peru locations, the per- 
‘ssonnel of St. Mary Corwin Hospital, 
Pueblo, Colo., will be very interested. 
Sister Mary Martin, night supervisor 
of the hospital, is one of the original 
‘small band being sent to Peru to in- 
itiate the work of the order in that 


land. Sister Mary Martin will open a 
small outpatient clinic at Huancane. 


She will sail in November after special 
preparatory study in Mexico City, 


Mother Mary Omer, mother general 
of the order, who traveled to Peru 
some months ago to investigate, said 
the sisters who will go to Huancane 
will have few comforts and at times 
will suffer from the cold and the alti- 
tude. In the other mission near Lima, 
the sisters will live on the top floor 
of a three-story school building in 
which they will teach. They will work 
with Bishop Ferruccio, an_ Italian, 
who for 17 years was a Franciscan 
missionary in China. After being bru- 
tally mistreated by the Communists, he 
was expelled from China and was sent 
to Lima because there are 10,000 
Chinese in Lima who escaped from 
China but had no spiritual leader to 
care for them. The school in which 
the sisters will,live and teach was built 
by the Chinese. * 
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Use Medicon Basket Liners for 
clean linens to avoid cross infec- 
tion. Eliminate carrying Staph 
from linen rooms to patient's 
rooms. 





206 Revere Drive 





Use Medicon Contamination Con- 
trol Bags in all contaminated 
rooms—avoid the spread of Staph 
in corridors, hallways and other 
rooms. 








Avoid cross infection in hospitals and institutions with Medicon. Medicon is a patented 
miracle fabric that is impregnated with chemicals that will kill airborne Staph. The life 
of Medicon is unlimited. Medicon can be washed, autoclaved and tumbled in 240 degrees 
Tests have proven that Medicon lasts a minimum of 3 years. The impregnated chemicals 
in Medicon will give protection from cross infection for the life of the fabric. 


Prices and information given upon request. 


Written proof of the tests can be obtained from hospitals and pathologists upon written 





Use Medicon Contoured Mattress 
Covers to control Staph in pa- 
tient’s rooms. 


MANITOWOC TEXTILES, INC. 


Manitowoc, Wisconsin 
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Affiliates: Etna Casualty and Surety Company 
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The Excelsior Life, Canada 
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tna Life Insurance Co. 
Hartford 15, Connecticut 


1 would like 
Annuity Plan. 





Hospital 





Address 


lan for your Hospital 


,to see your booklet, “This is Atna Life’s Group 








In today’s hospitals, there is no longer any ques- 
tion about having a retirement plan. The question 
is what kind . . . and Attna Life has a free 


booklet that can help give you the answers, 
It explains clearly the advantages of tna 
Life's Group Annuity Plan, which will be tailored 


for your own hospital. It gives you a concise pic- 
ture of how the plan works — providing financial 
security for retired employees. Please send the 
| coupon below for your free booklet. 
\\ A salaried AZtna Life Representative, backed 
\, by depth of experience, is available to help you 
and your insurance advisor work out the best 
plan for your hospital. No obligation of course. 
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New “Medicare” Unit 
Made Available 


THE SCARCITY of nurses to cope with 
the increasing flow of patients into 
hospitals puts a premium of any de- 
velopment that can reduce the nurses’ 
daily work load. The Medicare unit, 
made by St. Charles Mfg. Co., St. 
Charles, Ill., is a solution to the grow- 
ing need for progressive patient care, 
permitting patient-room flexibility 
from minimal care to intensive treat- 
ment without transferring the patient 
from one area to another. 

Smooth, durable Formica laminated 
plastic surfaces simplify maintenance 
and assure sterile cleanliness with min- 
imum effort. A telephone is handy; 
turn a dial and a favorite TV program 
appears; flip a switch and fresh air 
enters the room. In many ways, it 
helps the patient take care of himself. 
St. Charles Mfg. Co. 

St. Charles, Ill. 


(Circle No. 1 on request card for further details.) 


Hill-Rom Announces New 
All-Electric Hilow Bed 


HILL-ROM CO., INC., has developed a 
new model #68 bed to be shown at 
the American Hospital Convention, At- 
lantic City, Sept. 25-28. 

The bed features finger tip controls 
mounted on both sides for easy access 
of patient or nurse. Any height and 


es 





any spring position may be had at the 
touch of the finger. The controls can 
be deactivated in any position by re- 
cessed, bump-proof cut out levers. 

The bed has only five electrical parts 
besides the 1/12 H.P. master motor. 
Its fewer electrical parts assure com- 
paratively less maintenance. 

The head and foot sections elevate to 
all required positions. There are no 
obstructions such as sharp edges or 
racks to impede thorough cleaning. All 








Hill-Rom Hilow Bed 


Medicare Unit 


the operating mechanism is fully en- 
closed in a trim, secure, welded frame 
housing, the top of which can be 
quickly removed. Cleaning is easy and 
complete. All exposed metal parts of 
foot end and inner legs are covered 
with stainless steel. Mops or floor ma- 
chines will ordinarily not chip paint. 

With large 5” casters as standard 
equipment the spring can be lowered 
from a high position of 26” to a low 
of 17”. Foot end casters may be re- 
cessed to prevent tripping. The new 
Hill-Rom bed is listed by Underwrit- 
er’s Laboratories, Inc.,. for use with 
oxygen administering equipment. An 
illustrated folder will be sent on re- 
quest to: 


Hill-Rom Co., Inc. 
Batesville, Ind. 


(Circle No. 2 on request card for further details.) 


Film and Record 
File Available 


THE ANSCO-FILE, an efficient method 
of handling x-ray and patient records 
during the routing course of diagnosis, 
has been introduced by the Ansco Di- 
vision of General Aniline & Film 
Corp., Binghamton, N.Y. Made of dur- 
able, stain resistant plastic material, 
each file holds up to 25 films, and has 
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CENTRON-10 CONSOLIDATES UP TO TEN LIGHTING 


AND. PATIENT SERVICES INTO 











GLARE-FREE GENERAL ILLUMINATION * SHIELDED READING 
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LAMP * HEAT-ABSORBING, COLOR-CORRECTED EXAMINATION LAMP ¢ 


NIGHT LIGHT * TAKES VARIOUS AUDIO-VISUAL NURSE 

CALL SYSTEMS * OXYGEN AND VACUUM OUTLETS ¢ TELEPHONE, 
TELEVISION, RADIO AND CONVENIENCE OUTLETS ° 
INTRA-VENOUS APPARATUS SUPPORT 


CENTRON-10 brings functional beauty and patient service integration 
to the hospital bedroom which is particularly appealing to architects, 
consultants and administrators. The system provides lighting for every 
seeing task. Softly diffused indirect lighting is pleasant and glare-free. 
The reading and examination lamps swivel on extendable arms for easy 
positioning. Centron-10 is adaptable to various nurse-call and 

oxygen /vacuum systems. It can be installed on any type of wall in new 
construction or in remodeled interiors. Compact styling and rounded 
contours help reduce housekeeping costs. 





EXAMINATION LAMP, integral 
with Centron-10, is most 
convenient, 


OLD WAY—Up to 11 separately 
installed outlets clutter each 
side of the wall. 


ONE SYS'TE 





























a ¥ 
READING LAMP shielded for 
minimum disturbance to other 
patients. 


CENTRON-10 WAY—All service 
lines consolidated and con- 
cealed for clean appearance, 


THERE IS NO OTHER SYSTEM LIKE IT! 


SUNBEAM LIGHTING COMPANY 
777 East 14th Place, Los Angeles 21, California 
toy. Tome et-velae|t-e-s ia -1-5 CEU Ae fale it- tare! 
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an acetate window pocket so records 
do not have to be removed for identi- 
fication. 

The portable file was developed for 
the radiology departments of hospitals, 
as well as the private practicing rad- 
ologist and other x-ray specialists, for 
two general methods of usage: 

1. As processed films are sorted, 
they are placed in the clear acetate half 
sleeve in front of the folder. The pa- 
tient’s record is also placed there so it 
can be viewed through the clear ace- 
tate. Then the folder goes to the x-ray 
office or film filing room where radio- 


graphs taken previously are inserted 
inside the Ansco-file. Then the Ansco- 
File containing the films and the pa- 
tient’s records are placed in the view- 
ing room for the radiologist. After 
films have been read by the radiologist, 
he may take the new films and the pa- 
tient’s records and put them inside the 
Ansco-File in front of the old X-ray 
file. Then the Ansco-File will be taken 
to the file room where films are filed 
properly and the Ansco-File can be 
returned to the sorting room. 

2. In the sorting room the patient's 
record is placed in the clear acetate 
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pocket of the Ansco-File. New radio- 
graphs are placed inside the main 
pocket of the file. The patient's pre- 
vious file of radiographs are placed in- 
side the main pocket behind the new 
films. The Ansco-File is then placed 
in the viewing room for radiologists to 
read the film. After review, the radi- 
ologist inserts the new radiographs in 
the patient’s permanent film file en- 
velope and stacks the Ansco-Files to 
be returned to the sorting room. 
Ansco Div. 


General Aniline & Film Corp. 
32 Charles Street 
Binghamton, N. Y. 





(Circle No. 3 on request card for further details.) 


Hobart Develops 
New Dishwasher 


A REVOLUTIONARY new door-type 
commercial dishwasher that eliminates 
the use of chains, cables, pulleys and 
door weights inside or outside the ma- 
chine—the first major change in dish- 






















Hobart Dishwasher 


washer door design in nearly 40 years 
—has been introduced by The Hobart 
Mfg. Co., Troy, Ohio. The result of 
years of research and field study, the 
new semi-automatic, rack-type machine 
packs into less space than a phone 
booth a series of operational features 
and functional innovations at a lower 
cost. 

The new AM series of Hobart dish- 
washers, completely changed in design 
and appearance, features a new finger- 
tip door-lift mechanism that assures 
ease of operation. In addition, spe- 
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cially designed door spacers have been 
introduced to eliminate door jamming, 
one of the most common difficulties 
encountered in door-type machines. 

Recommended for kitchens serving 
from 100 to 250 meals per hour, or 
for very large-size dish pantries as a 
glasswasher, the new series includes 
the basic two-door Model AM-8 dish- 
washer for straight-through operation; 
the Model AM-9 for straight-through 
operation, with an inspection door, and 
the Model AM-9C for corner installa- 
tions. 


The Hobart Mfg. Co. 
Troy, Ohio 

(Circle No. 4 on request card for further details.) 

Sterilizing Jars 

Get Non-Tip Base 


A NEW LINE of thermometer ster- 
ilizing jars have been made available 
by Mercer Glass Works, Inc. Featur- 
ing a specially designed hexagonal 
base and extra heavy walls, the jars 
have unusual stability. A clear, flint 
glass with high impact resistance has 
been used to fabricate three different 
sizes: 4” x 1”, 4” x 2”, and a screw-cap 
type, 414” x 144”. Packing is either 
bulk or individually boxed with one 
dozen to a shelf carton. A complete 
descriptive bulletin may be obtained 
from: 


Mercer Glass Works, Inc. 
725 Broadway 
New York, 3, N. Y. 


(Circle No. 5 on request card for further details.) 


Compact X-ray Processor 
Introduced by Kodak 


A NEW, compact Kodak X-Omat Proc- 
essor for rapid processing of screen- 


Kodak Processor 


AUGUST, 1961 


type medical x-ray film—designed to 
meet the time, space, and capacity re- 
quirements of every radiologist’s prac- 
tice in hospital, office, or clinic—has 
been developed by Eastman Kodak Co. 

Kodak X-Omat Processor, Model 
M-4, is also adaptable as a “satellite” 
processing station serving emergency, 
surgery, neurology and _ orthopedics 
areas in large institutions. 

The new unit uses only 10 square 
feet of floor space, or about half the 
floor area covered by a hospital bed. 
It has the same seven-minute proces- 


sing cycle as the larger M-3 X-Omat, 





which required about 18 square feet 
of floor space. The smaller M-4 model 
uses the same roller transport system 
as the M-3 unit, and employs MX-413 
chemicals developed by Kodak chem- 
ists especially for the X-Omat system. 
Eastman Kodak Co. 

Rochester 4, N. Y. 


(Circle No. 6 on request card for further details.) 


Industrial Handy Andy 
Made Available in Packs 


LEVER BROS. has announced that In- 
dustrial Handy Andy, a modern, all- 
purpose, hard-surface cleaner, is now 


$2 ® 


NON-TOXIC 
SURGICAL TUBING 


Now, SIERRA offers a wider range of high qual- 
ity tubing for anesthesia and surgical proce- 
dures, and for general use. Available in 100 
ft. lengths, or full reels, it may be cut into 
required lengths. Uniform in quality, non-toxic 
and non-irritating. Economical too — lasts many 
times longer than conventional rubber tubing. 


THREE 
TYPES 


FOFUY 
SEVEN 
SIZES 


SURGICAL VINYL TUBING for 
suction appliances, surgical 
drainage, saliva ejectors, etc. 
Standard (80 Shore Scale) and 
Elastic (72 Shore Scale); in 
a range of 24 sizes. Autoclav- 
able, for constant use and re- 
use, Available in 100 ft. 
lengths and full reels. 
Bores: .025 to .561 

0.D.: .055 to .768 


AUTOCLAVABLE NYLON TUB- 
ING glassy smooth interior 
for cardiac and intravenous 
applications. May be auto- 
claved, boiled or cold steri- 
lized (if re-use is desired). 
Non-irritating, acceptabie for 
extended muscle implant pur- 
poses. Positive assurance 
—_ lumen collapse. Range 
of 11 sizes, 100 ft. lengths; 
also 12 ft. and 36 ft. pre- 
sterilized envelope packets. 
12 per box. 

Bores: .02 to .138 

0.D.: .025 to .170 


100% NON-TOXIC VINYL TUB- 
ING non-kinking and glassy 
smooth for use with heart/ 
lung, artificial kidney and suc- 
tion machines. Tube wall 
strength prevents collapse on 
suction cycles. Never tacky 
or gummy, despite repeated 
autoclaving. Optically trans- 
parent. Range of 22 sizes. 
100 ft. lengths and full reels. 
Bores: .030 to 1.50 

0.D.: .060 to 1.875 





write for professional literature 


SIERRA ENGINEERING CO. 
R. A. HAWKS DIVISION® 


123 East Montecito 


For additional information, use postcard facing back cover. 
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available in convenient industrial packs 
—three one-gallon cans per case, five- 
gallon pails and 30-gallon fibre drums. 
This new product is recommended 
for general cleaning—floors, tile, lino- 
leum, walls, woodwork and for glass, 
windows, mirrors, porcelain, etc. 
Mildly pine-scented Handy Andy is 
non-flammable. 
For information write to: 


J. J. Clarke 
Industrial Detergents Manager 
Lever Bros. Co. 
390 Park Ave. 
New York 22, N.Y. 


(Circle No. 7 on request card for further details.) 


The NEW All-Purpose... 


CAST TABL 








Now! A table designed specifically for all types 





Surgipad Available 
In New Package 


JOHNSON AND JOHNSON has an- 
nounced that Surgipad‘") Combine 
Dressing is now available in sterile, 
“Patient-Ready” package. This pack- 
age is constructed of paper that forms 
a positive barrier against bacterial con- 
tamination. The “peelable-seal” closure 
not only simplifies opening of the 
package, but makes the unit tamper- 
proof. There is never any need for 
resterilization. 

The protective lip-seal prevents the 
dressing from falling out and permits 


ee e 


nt % Easy-to-Operate 





































of cast applications — body jackets, hip spicas, png 
and short leg casts, scoliosis casts, arm casts of all 
kinds. This economical, easy to set-up table simpli- 
fies plaster work, too. After positioning, the patient 
is hydraulically lifted for easy access to all body 
areas. 

Padded top, adjustable knee holder rods and head 
rest make the table comfortable even for unanesthe- 
tized patients. Basic accessories store in position 
underneath. And when not used for cast applica- 
tions, the Stryker Cast Table serves as an examining 
table. Write for full information or ask your dealer 
for a demonstration of the new Stryker Cast Table. 
You'll like its low cost, as well as its many advantages. 


PLUS THESE EXCLUSIVE EXTRAS: 

Heel and sole plate separate and pull out, after plaster is wrapped around foot. 
Leg and knee, in place, can be moved laterally as required. 

Simplified toe and finger clamps hold the extremity for you with no more pres- 
sure than you would hold it yourself. 

Floor stops stabilize the table, prevent movement. 

Sacral and shoulder plate knobs secure and release the plates from below. 


Unit cost $690.00 


SURGICAL AND HOSPITAL EQUIPMENT 


420 ALCOTT STREET * KALAMAZOO, MICHIGAN 
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removal while observing aseptic tech- 
nique. Once opened, it cannot be re- 
sealed, obviating the danger of acci- 
dentally using a contaminated dressing. 


Johnson & Johnson 
Hospital Div. 
New Brunswick, N. J. 


(Circle No. 8 on request card for further details.) 


Dri Hot Plate 
Made Available 


LEGION UTENSILS CO., INC., of Long 
Island City, N.Y., manufacturer of the 
famous dri hot plate for the serving 
of hot foods, has announced that 
through a new manufacturing process 
it is possible to furnish dri hot plate 
units designed to fit any size plate 
cover. 

Legion Utensils Co., Inc. 


40th Ave. & 21st St. 
Long Island City 1, N.Y. 


(Circle No. 9 on request card for further details.) 





Dri Hot Plate 


Hydraulically Operated 
Cot Made Available 


A HYDRAULICALLY operated cot that 
can be positioned at any height from 
18 to 32 inches has. been introduced 
by Picker X-Ray Corp. 

The cot, which rolls on large casters, 
enables physicians to position a pa- 
tient for clinical radioisotope tests such 
as scanning, kidney and liver function 
studies, cardiac output measurement, 
and others. The cot’s maximum height 
is “ideal” for kidney measurements. 
Two large detectors can be positioned 
underneath the webbing of the cot 
facing upward. The kidneys are closest 
to the surface of this arrangement, aid- 
ing in obtaining accurate readings. 

For extra height, eight or 10 inch, 
full-locking casters can be substituted 
for the standard seven inch steplock 


(Continued on page 165) 
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The marked porosity of the Deknatel Humi- 
Sheath creates a reservoir of tubing fluid 
surrounding the gut. Evaporation is 
retarded. Normal conditioning and strength 
of Deknatel Surgical Gut are thus main- 
tained for prolonged periods. 















© Deknatel Humi-Sheath also serves as 
ligature reel for Deknatel Gut if 
required. 






© Eliminates storing and sterilizing 
extraneous ligature holders. 






*DEKNATI 


‘Huni- Sheath 


(PATENT PENDING) 
CREATES A RESERVOIR OF TUBING FLUID. 
GIVES SURGEONS AN OPTIMALLY- 
CONDITIONED SURGICAL GUT. 






















| For samples of Deknatel Surgical Gut onl Needled Gut with the Deknatel Humi-Sheath, write— 


J. A. D EKNAT EL & SON, IN C. 96-78 222 Street, Queens Village 29, Long Island, N. Y. 
SURGICAL SUTURES FOR EVERY OPERATIVE PROCEDURE 











A NEW SOURCE 
OF INCOME 


AN ELECTRONICS LEASING PLAN COULD BRING 
YOUR HOSPITAL $1,500 TO $8,500 IN ADDI- 
TIONAL INCOME EVERY YEAR. .. WITHOUT 
YOUR HOSPITAL INVESTING ONE PENNY. HOW? 
HOSPITAL TELEVISION! ELECTRONICS LEASING 
CORP. INSTALLS AND MAINTAINS ALL SETS. 
NEW SETS EVERY 24 MONTHS. 24-HOUR EMER- 
GENCY REPAIR SERVICE. YOUR HOSPITAL IS NOT 
RESPONSIBLE FOR DAMAGE OR LOSS OF EQUIP- 
MENT. FOR MORE INFORMATION, WITHOUT OB- 
4 LIGATION, WRITE: ELECTRONICS LEASING CORP., 
i 342 MADISON AVE., N.Y. 17... OR SEE US AT THE 















occ Of All 


Publishers. since 1865 
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“BETTER PICTURES 
for 
PROUD PARENTS” 





Good Public Relations 
Steady Income 


Photographic Identification 
No Cost to Hospital 


The Original & Largest 
Nation-Wide 
Please write: 
Hospital Picture Service 
RED BANK, N. J. 














Take a Tip 


from the 
Company 
that 
Service 
Built... 


Choose from our complete selection of 
Nursing-Medical textbooks—one of the 
nation’s largest stocks! Two convenient 
stores to serve you; fast, courteous sery- 
ice; pre-packed student orders. 


WRITE FOR DESCRIPTIVE LITERATURE. 














C.C.S.N. 
(Begins on page 87) 


The program of 27 months with op- 
tional nine month’s internship inaug- 
urated in 1953 at Mercy Central School 
of Nursing, Grand Rapids, Mich., was 
described by Sister Mary Xavier, 
R.S.M., director. Recent evaluation of 
the results of this program by the 
faculty have led to the conclusion that 
the objectives of the internship should 
be incorporated in the basic program, 
Sister M. Xavier stated, and the faculty 
is currently undertaking a revision of 
the program. 

Two curriculum plans proposed for 
schools of nursing in Texas in 1959, 
when the three-year requirement for 
licensure was deleted, were described 
by Sister Peter Gerard, C.C.V.I., di- 
rector, St. Joseph’s School of Nursing, 
Fort Worth, Tex. One plan is designed 
for schools of nursing to admit stu- 
dents who have completed two semes- 
ters of college. The other plan is for 
schools admitting students directly 
from high school and incorporates the 
college course work in the first year 
of the school of nursing program. 

Addresses by two representatives of 
Catholic institutions of higher educa- 
tion called attention to the importance 


of quality at all levels of education in, 
Catholic institutions. Rev. Carl Han- ~ 


gartner, S.J., assistant professor of 
education, St. Louis University, St. 
Louis, Mo., discussed “Policies of 


Higher Education in the Assignment 


of College Credit.” Father Hangartner 
described the origin of the college 
credit system as “a kind of internal 
academic bookkeeping” and reviewed 
the development of the present ar- 
rangement for transfer credit among 
institutions accredited by a regional 
accrediting association. “Regional ac- 
creditation is a process by which it is 
determined that a particular institution 
has met the minimum requirements 
for entrance to the fraternity of higher 
education and, therefore, can be re- 
garded as a comparable institution 
when the question of transfer of cred- 
its is raised,” he explained. Father em- 
phasized that “comparable” has no 
reference to quality of program but 
rather to similarity or dissimilarity of 
institutions; in the case of graduates of 
dissimilar institutions, the college has 
no basis on which to grant transfer 
credit. 


Monsignor James P. Shannon, Ph.D., 
president, College of Saint Thomas, St. 


For additional information, use postcard facing back cover, 








OVERBED TABLE 









FORMICA TOP 


16” x 24’—adjustable to the 
horizontal position or to any 
angle with fingertip control. 


Finest steel 


frame, beauti- i 
fully polished ae i 
and plated to es 
a rr sai “ 
brilliant chrome : 








ee 


OT-1 heights 30” to 46”, with four 
rubber tired casters, or OT-6, heights 
28" to 44”, with casters price $29.75 
OT-2 heights 28” to 44”, no casters, or 
OT-5, heights 24” to 39”, price $29.75 
Send for catalogs on Bathtub and toilet 
Safety Rails, Bathtub seats, Wall bars 
and TV tables. Order from the manu- 
facturer and save 


C. D. SPARLING CO. 
1736 Howard St., Detroit 16, Mich. 














HYDRAULIC 
PATIENT LIFTER 





are ee ii wil 





NOW IN CHROME! Available for the first 
time is a chrome finish Hoyer Lifter designed 
specifically to harmonize with the trend to 
institutional use of chrome and stainless steel. 
Full details on the new model, which is priced 
at $225 f.0.b. Oshkosh, will be sent promptly. 


TED HOYER & COMPANY, INC. 


Dept. HP, 2222 Minnesota Street 
OSHKOSH, WISCONSIN 
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Paul, Minn., opened the Sunday morn- 
ing session reviewing trends in higher 
education in general and their import 
for Catholic institutions. The stress on 
quality in higher education, the grow- 
ing importance of national testing pro- 
grams, and of the National Commis- 
sion for the Accreditation of Teacher 
Education, and the pressure of larger 
numbers of students seeking admission 
were cited by the speaker as some of 
the factors leading colleges to greater 
selectivity in admissions. Despite these 
pressures, however, Monsignor ex- 
pressed the belief that “with the as- 
sets that the Catholic colleges have 
now, they could, with good will and 
with codperation, extend a helping 
hand to a lot of other programs which 
are not necessarily degree programs.” 
He foresaw little hope for establish- 
ment of more Catholic colleges or 
junior colleges—"“ . . . I don’t think 
there are the means to fill the need— 
but the need is really there.” 

Clear differentiation of goals of col- 
legiate and other programs is impera- 
tive, Monsignor said. The hospital 
school goal is different from the degree 
program school “and I would hope 
that ... our great charity would over- 
come any little technical differences 
... and I would hope that our discus- 
sions would never bog down on dif- 
ferences of terminology or differences 
of technicality when there is really this 
vast fundamentum of great agreement 
among all of us.” 

Sister Mary Emil, IH.M., com- 
munity consultant, Sister Formation 
Conference, chaired the symposium on 
trends in the education of religious for 
nursing. Five different basic degree 
nursing programs planned for religious 
who have been enrolled in one of the 
Sister Formation programs were re- 
viewed. Participants included: Sister 
Mary Ruth, O.P., acting dean, Seattle 
University School of Nursing, Seattle, 
Wash.; Sister M. Ancina, O.S.F., direc- 
tor, Department of Nursing, College 
of Saint Teresa, Winona, Minn.; Sis- 
ter M. Coralita, R.S.M., mistress of 
Juniors, Mercy College, Detroit, Mich.; 
Sister Mary Helen, D.C., chairman, De- 
partment of Nursing, Marillac College, 
Normandy, Mo., and Sister M. Agnita 
Claire, S.S.M., dean, School of Nurs- 
ing and Health Services, St. Louis Uni- 
versity, St. Louis, Mo. 

At the final program session Sunday 
afternoon, Harold Hinderer, director, 
Financial Management Services of the 
C.H.A., held that the avoidable cost 
method should be used in determining 
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the cost of the hospital school of nurs- 
ing, rather than the direct cost method 
used for regular hospital departments 
and used in college cost accounting. 
Brother Maurice, C.F.A., Council 
chairman, announced election of the 
following new Council members: Sis- 
ter Mary Jane, CS.J., director, Depart- 
ment of Nursing, College of St. Cath- 
erine, St. Paul, Minn.; Sister Virginia 
Kingsbury, D.C., consultant, Schools 
of Nursing, Western Province, Daugh- 
ters of Charity, St. Louis, Mo.; Sister 
Eugene Teresa, S.C.L., director, St. 
Joseph School of Nursing, Denver, 


Colo., and Sister Naureen Marie, 
OS.F., director, St. Clare’s Hospital 
School of Nursing, New York, N.Y. 

At a reorganization meeting of the 
Council Sunday afternoon, Sister Mary 
Ruth, O.P., acting dean, Seattle Uni- 
versity School of Nursing, Seattle, 
Wash., was elected chairman of the 
Conference of Catholic Schools of 
Nursing and Sister M. Christina, S.M., 
formerly director of St. Joseph School 
of Nursing, Phoenix, Ariz. and cur- 
rently enrolled for doctoral study at 
Catholic University of America, was 
elected vice-chairman. * 








School of Education 


St. John's 


University 


DEPARTMENT OF 
NURSING EDUCATION 





BACHELOR OF SCIENCE* (Nursing) 


MASTER OF SCIENCE (Nursing Education) 
SCHOOL NURSE TEACHER CERTIFICATION 


*Program is accredited by the National League for Nursing for first level positions in 


public; health agencies. 


St. John’s University is one of the accredited institutions which receives Federal 
Traineeship Funds. Courses offered in Baccalaureate and Master’s degree programs 
for students who wish to meet the requirements for School Nurse Teacher 


Certification in New York State. 


All graduate courses are held at the University Campus and undergraduate courses 
at both the University Campus and the Brooklyn Center. There are morning, after- 
noon and evening sessions. The Department also conducts Summer Sessions and 
Intersessions at both divisions and offers several off-campus courses during the 


Fall and Spring terms. 


MAJOR STUDY AREAS OFFERED TO MASTER’S DEGREE CANDIDATES: 


ADMINISTRATION 


Hospital Nursing Services 
Nursing Education Programs 


TEACHING 


Nursing Education Programs 
Clinical Area; Medical-Surgical Nursing 


SUPERVISION 


Hospital Clinical Services 


Public Health Nursing Services 


For complete information write or call: St. John’s University Department of Nursing 
Education, 96 Schermerhorn Street, Brooklyn 1, N. Y. TRiangle 5-8100, 
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“The Symbol of Sewice 
on Publications aud “/exte 


For ALL HOSPITALS and NURSING SCHOOLS 


The CHA symbol has grown to typify an excellence in guides and helps for day 
to day problems in all types of hospitals and Schools of Nursing. In the grow- 
ing list of titles is a wealth of practical aid on many levels of administrative, pro- 
fessional and pedagogic usage and need. At the start of the new year, or for the 
new semester is the time to check your requirements against these books, pamph- 
lets, reprints and patient care spiritual aids. Some of those in greatest demand 
are listed below—ask for complete catalogue to round out your order. 


Medico-Moral Problems 
by Gerald Kelly, S.J. 

Father Kelly revamped the series into ONE VOLUME, 
adding much new medico moral material. Reorganized 
so that a given topic is treated in a single chapter. Thor- 
oughly indexed for quick, easy reference for doctors, 
sisters, nurses, etc. Paper cover $3.00; Cloth $5.00 


‘ 


Ethical and Religious Directives 
for Catholic Hospitals 
The condensed list of 60 directives on medico moral 


problems affords an effective check list of acceptable pro- 
cedures. 25c a copy —12, $2.75 — 50, $10.00 — 100, $17.50 


Understanding Medical Terminology 
by Sister Agnes Clare, S.S.M. 

A new and different approach in teaching—or learning 
—to use and understand the proper medical terms. An 
excellent aid for personnel in every department. 

Bound, 224 pgs. Paper cover $3.50—Cloth cover $5.00 


An Administrative Manual for 
Medical Records 
by Sister M. Yvonne, S.S.M. 


Special prepared manual of policies, procedures, objec- 
tives and standards for M.R. work in one hospital. Serves 
as a GUIDE in preparing similar book for your record 
department. Plastic bound, 196 pgs.—price $3.50 


Medical Case Record Analysis 
by Sister M. Servatia, S.S.M. 


This systematic analysis of the medical record devel- 
oped through case studies provides the answers to many 
questions which constantly confront the Medical Record 
Librarian. Here is a practical “How to Do It” tool in which 
each step is carefully explained and illustrated. $5.00 


X-Ray Technology 
Student Manual and Workbook 
by Patricia R. Norman, R.T., B.A. 


This manual is a guide for the study of X-Ray Tech- 
nology supplementing lectures and demonstrations, care- 
fully indexed so you may assign topics for intensive study. 


$3.00 

Meeting Med Tech Needs: 
Mycology Work Book ................cccceceeccees $6.00 
Laboratory Mathematics .......................... 1.25 
New Concepts — Microbiology .................... 5.00 
Biochemistry Workbook .......................... 1.75 
Workshop for Medical Technology, Advanced ....... 5.00 


Routine Spiritual Care Procedures 
by Gerald H. FitzGibbon, S.J. 


Exact knowledge, tact and prompt action can mean the 
eternal salvation of a soul. This booklet prepares the 
doctor, nurse, and layman to give spiritual care to the 
patient. 15c a copy; 25 for $3.50; 50 for $6.75; 100 for 
$12.50; 200 for $24.00 


Improving Teaching in Catholic 
Schools of Nursing 


The paper, skit and panel discussion from program at 
1959 CCSN Convention ....................00 cee $1.50 


Prayer for Salvation 


A card with four-color picture of the Sacred Heart and 
special prayer that would be appealing to all hospital 
patients. Has found widespread use at admittance office 
or on tray at dinner, 100—$1.50; 500—$6.50; 1,000—$11.00. 


Reprints: 


Manual for Central Service 
Check List for Nursing Service 
The Advisory Board 

Singles 35, 3 for $1.00, 10 for $3.00 


Also—Nursing Staffing Plan and Nursing Audit at 3 for $2.00—Both workable theses. 


Order Today!—PUBLICATION DEPT. 


THE CATHOLIC HOSPITAL ASSOCIATION 


1438 S. Grand Blvd. 


St. Louis 4, Mo. 


Also available through your favoriate book dealers. 
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NEW SUPPLIES 
(Continued from page 158) 


casters. The hydraulic cot is 75 inches 
long by 22 inches wide, narrow enough 
to pass through any door. 
Picker X-Ray 
25 S. Broadway 
White Plains, N. Y. 


(Circle No. 10 on request card for further details.) 


New Autoclave Sterilization 
Indicators Introduced 


HOSPITALS equipped with high tem- 
perature, high speed autoclaves will 
welcome the news that the Aseptic- 
Thermo Indicator Co. is now making 
Hi-Temp Indicators, especially de- 
signed to give visual assurance of suc- 
cessful sterilization by this type of criti- 
cal, flash autoclaving. This new A. T. I. 
product is conveniently packaged 500 
individual separate indicators to a box. 
Two metal holders are also enclosed for 
use where necessary. Each Hi-Temp 
Indicator features a chemically impreg- 
nated circle which turns from purple 
to green to give assurance of the high 
pressure, emergency sterilization. The 
color change is an accurate, timed re- 


sponse to the several recognized meth- 
ods of high temperature autoclaving. 
Aseptic-Thermo Indicator Co. 
11471 Vanowen St. 
North Hollywood, Calif. 


(Circle No. 11 on request card for further details.) 
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e A. Foster Sheller has been named 
vice-president of manufacturing at the 
Waukesha Motor Co., Waukesha, Wis. 
In his new position, Mr. Sheller will 
supervise and co6rdinate activities of 
the departments within the organiza- 
tion directly concerned with, or closely 
related to the manufacturing process. 
@ The Kendall Company, Bauer & 
Black Hospital Division, made special 
awards recently to select sales repre- 
sentatives for outstanding sales achieve- 
ment in 1960. 

Highest honors as president of the 
Curity Club went to Kenneth S. 
Rounds of Walpole, Mass. Appointed 
as Curity Club Directors were Ken- 
neth H. Oberlander, Evanston, IIL; 
Sterrett D. Woods, Oakland, Calif.; 
Henry J. Des Rosier, Arlington, 


Mass.; Donald A. Jones, Norwalk, 
Conn., and W. Gordon Brownlee, 
San Marino, Calif. 


e@ Ed L. Nelsen, senior salesman for 
the Troy Laundry Machinery Division 
of American Machine and Metals, Inc., 
recently began his retirement after 40 
years of service. 


@ Five appointments have been an- 
nounced by the Zimmer Manufactur- 
ing Co., Warsaw, Ind. O. L. Shaffner 
and Dick Shaffner have been named 
distributors for Georgia, parts of Ark- 
ansas, Kentucky and Tennessee. 
George Daly has been named an as- 
sociate of Howard Cole for eastern 
Washington. James Ernest and Don 
Maxon have beer named distributors 
for eastern and western Missouri re- 
spectively. 





Suppliers’ Miscellany 











The Brewer System 


Until now, hospital management has 
never been offered a complete system 











ETHICAL and RELIGIOUS 


i. ene 
NO LONGER 








DIRECTIVES for CATHOLIC 
HOSPITALS 


A new revised second edition of Ethical and Re- 
ligious Directives for Catholic Hospitals has been 
published by The Catholic Hospital Association. 
There are sixty Directives numbered consecutively, 
with abundant references in the Appendix as well 
as a detailed Index. The present edition contains 
new matter concerning professional secrecy, experi- 
mentation, ghost surgery, psychotherapy, shock- 
therapy, unnecessary procedures, and the spiritual 
care of non-Catholics. References to statements of 
the Holy See are also included. The booklet con- 
tains clear answers to most of the ethical problems 
likely to arise in hospital practice. Write for your 
copies today. Supply your staff with this important 
publication. 


25c a copy; 12, $2.75; 50—$10.00; 100—$17.50 


NECESSARY 
TO RUIN YOUR 
BLANKETS BY 
WASHING THEM 
IN HIGH 
TEMPERATURE 
WATER 
IN ORDER 
TO KILL 
GERMS! 


HYGIENATED 


Exclusive ontise pic Weatment 
at mokes 1 





CHATHAM * NORTH STAR 
KENWOOD BLANKETS 


The Directives booklet is invaluable for use with Contract Division 
the new one-volume Medico-Moral Problems by 
Gerald Kelly, S.J.. now in two bindings. Paper 


Cover $3.00; Cloth Cover $5.00. 


THE CATHOLIC HOSPITAL ASSOCIATION 


1438 S. Grand Blvd. St. Louis 4, Mo. 


CHATHAM MANUFACTURING 
COMPANY 


111 WEST 40th STREET 
NEW YORK 18, N. Y. 
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your 
professional 
best... 

and 

Save money, 
too! tr 
Standard-ized full {fF 5 
sweep Capes are o 
custom tailored of long 
wearing woolens, yet priced 
amazingly low! 

Write for free folder. 


The Standard Apparel Co. 
3925 Kelley Ave., Cleveland 14, Ohio 


Capes are all we make! 





For Quality 
DRAPERY FABRICS 
and 


Hospital ‘Linens 


write 


LEO’S FABRICS 
1960 W. Norwood St. 
Chicago 26, Ill. 














DIETITIAN: 175 bed, accredited hospital, with 
new and modern Nursing School is seeking Dieti- 
tian to supervise Therapeutic Diet Department and 
to teach Therapeutic Diets to nursing Students. 
ADA membership preferred but not required. 
Minimum salary quotation $4,800 per annum. 5 
days, 40 hours, 3 weeks vacation, 8 paid holi- 
days. Wonderful opportunity to join staff of 
Progressive hospital organization. Write to Per- 
sonnel Director, Benedictine Hospital, Kingston, 
New York. 








A MANUAL FOR 
CENTRAL SERVICE 


A “Guide” on how to organize, where 
best to locate supplies and equipment, 
proper care of needles and syringes, prep- 
aration of sterile packs, protection of 
rubber gloves and itemized lists of what 
constitutes various general, emergency 
room and pediatric trays. 

Secure copies for each department 
head. 


3 for $1; 25 @ $7.50; 50 @ $12 
Publication Dept. 


Catholic Hospital Ass‘n. 
1438 So. Grand °¢ St. Louis 4, Mo. 
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of equipment, supplies, forms and pro- 
cedures for drug control. The Brewer 
Pharmacal Engineering Corp., Upper 
Darby, Pa., was invited by prominent 
hospital authorities to initiate an in- 
tensive research and development pro- 
gram on this subject. 

The new Brewer System, which en- 
compasses the Brewer Medication Box, 
the Brewer Drug Station, the Brewer 
Drug Cart, Forms, Supplies, Proce- 
dures, Brewer System Consultants and 
a Standard Pricing Program, is a com- 
plete system for hospital drug control. 
It provides effective management con- 
trol of drugs throughout the hospital 
and streamlines pharmacy, nursing and 
accounting services. The new Brewer 
System, the only complete system of 
its kind, has been tested in actual hos- 
pital usage. By “automating” phar- 
macy, nursing and accounting services, 
it provides many benefits to these op- 
erating sections and also to the patient, 
medical staff and management. 

The most important aspect of this 
system to the physician is the effect on 
the care of the hospitalized patient. All 
physicians desire that their patients 
get the specific medications ordered in 
the proper dosage and that these medi- 
cations be readily available when 
needed. 

The second benefit is the reduction 
in the time spent by nursing personnel, 


in the obtaining and distributing of ~ 


drugs. In these days of critical nurs- 
ing shortages, any system that permits 
the nurse to devote more time to di-— 
rect patient care and less to adminis- 











trative duties is of prime interest to 
any physician. 

The third benefit is that of savings 
in the cost of operating the hospital. 
The savings can provide eventually 
better plant facilities, institute or en- 
large the research and/or the educa- 
tional functions of the hospital or 
allow the hospital to extend its services 
into a greater area of professional 
skills. 

The Brewer System eliminates the 
inventory shrinkage and guarantees 
the recording of charges. The phar- 
macy inventory is charged upon re- 
ceipt of the pharmaceuticals at the 
receiving platform. The pharmacist 
prepackages medications in the Brewer 
Medication Boxes in quantities 
amounting to a three to five day sup- 
ply. He transfers his inventory to the 
production line at the nursing station 
where it always remains under his 
own lock and key control in the 
Brewer Drug Stations. 

Drugs are issued to a nurse in just 
15 seconds. She has no requisition to 
write. The charge slip is prepared auto- 
matically by the Brewer Charge Re- 
corder, and the pricing is also done 
automatically by the machine. A per- 
manent record of each transaction is 
made which identifies the nurse who 
obtained the medication. Drugs are 
available 24 hours a day. They are 
always under the professional care of 
the pharmacist who gets an automatic 
requisition to replenish his stock by 
means of a copy of the machine- 
printed charge slip. * 
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